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Introduction to the Portfolio
This portfolio contains a selection of work completed in fulfilment of the PsychD in 
Psychotherapeutic and Counselling Psychology at the University of Surrey. It is 
divided into three dossiers which represent the core areas of training: academic papers, 
therapeutic practice and research.
Throughout the portfolio where client material is referred to or cited, any identifying 
features have been changed in order to maintain confidentiality.
Academic Dossier
Introduction to Academic Dossier
This dossier contains a selection of essays and reports submitted over the duration of 
the course. Two ‘Advanced Theory and Therapy’ papers are included, these explore 
the psychodynamic conceptualisations of the significance of the therapeutic frame, and 
the role of the therapeutic alliance in cognitive therapy. An essay from the final year 
options course discusses the epistemological underpinnings of the scientist practitioner 
model and the implications for counselling psychology. The first report included is 
from the ‘Context of Counselling Psychology’ component of the course and addresses 
working as a counselling psychologist with people with learning disabilities around 
sexual issues. The final report examines cognitive behavioural approaches to anger 
management.
OUTLINE THE SIGNIFICANCE OF THE THERAPEUTIC FRAME. WITH 
ILLUSTRATIONS FROM CLINICAL PRACTICE.
The ‘frame’ is a fundamental element of psychoanalytic psychotherapy and much has 
been written about its importance in the therapeutic relationship. In order to outline the 
significance of the therapeutic frame, it may be clearest to begin by defining the term 
‘frame’. The concept of secure and deviant frames will then be discussed. From this 
point the major components of the frame will be outlined and illustrated with reference 
to clinical practice. Difficulties in establishing a secure frame within a National Health 
Service setting will be acknowledged. Obviously when using examples from practice 
all names and identifiable feature will be changed in order to maintain client 
confidentiality.
The term therapeutic ‘frame’ was first used by Milner (1952), and refers to the setting 
in which therapy takes place. Langs has written extensively about the significance of 
the frame and describes it as the boundaries and ground rules of the therapeutic 
interacti* i and setting (Langs, 1981). Thus when therapy begins the therapist contracts 
with the client to work together in a certain manner adhering to specific guidelines. 
From this point a containing environment is established within which the transference 
relationship may be cultivated and analysed. As far as communicative psychoanalysts’ 
such as Langs (1981) and Smith (1991) are concerned the management of the frame is 
critical to the therapeutic relationship, and has upon the patient a more powerful impact 
than any other part of the psychoanalytic interaction. In their view any deviation from 
the secure frame will unconsciously feel intolerable to the client, who will 
unconsciously communicate this to their therapist, and feel compelled to repair the 
rupture in the frame.
Smith (1991) suggests that there are eleven basic components which constitute the 
secure frame. These are; the use of the couch, free association and free floating 
attention, the analysts’ neutrality, the absence of physical contact, the analysts 
anonymity, total privacy, total confidentiality, consistency of setting, the fee, set
frequency and duration of sessions, and the client’s responsibility on termination. If all 
eleven components are maintained then the frame may be viewed as being ‘secure’.
A secure frame provides the ideal setting for psychotherapy to occur, a safe place with 
secure boundaries. Furthermore a secure frame may be viewed as being evocative of 
the early parent child relationship. Gray (1994), suggests that, as the mother, through 
her actions introduces her child to the idea of a safe, containing framework of care, so 
in psychotherapy the frame provides an environment where individuation can occur. 
Bleger (1981), also viewed the frame in this way and argued that it was a 
representation of the mother child symbiosis in the analytic relationship. Thus 
therapist and the client both bring their unconscious responses to a secure frame into 
the therapeutic relationship. When the optimum secure setting has been established 
then the clients, “do not have to manage the therapist’s anxieties but are able to 
develop their own authentic emotional lives” (Gray, 1994, p. 10). Langs (1984) pointed 
out that a secure frame unconsciously causes the client to feel claustrophobic and thus 
raises his/her anxiety. Thus, “the frame becomes the container for the feelings that are 
paradoxically caused by it” (Gray, 1994, p. 15). This anxiety will be conveyed to the 
therapist unconsciously through the clients communications and transference 
responses, and the therapist may then interpret this information, in a safe and 
containing environment.
Langs (1988) also detailed ten major advantages that the secure frame offers the client. 
Firstly a sense of basic trust, also clear boundaries between the therapist and the client, 
which fosters a safe and secure relationship. Thirdly the secure frame provides 
unconscious support for the patient’s contact with reality, and an ideal treatment 
relationship. Also, by maintaining a secure frame there is a basis for a treatment 
through genuine insight, enabling the therapy to concentrate on the ‘madness’ of the 
patient (Langs, 1988), not the ‘madness’ of the therapist. As a result the client will 
develop an unconscious image of the therapist as having a sound identity, the client 
may then view the therapist as being sane. Finally the secure frame offers the 
opportunity for the client to experience appropriate frustration and a sense of 
appropriate containment.
Maintaining a secure frame is an on going process and inevitably at times throughout 
the therapy a rupture in the frame will occur, this is a ‘deviant’ frame moment. Bleger 
(1981) points out that often therapists only become aware of the frame when it is not 
working and breaks down. From a communicative perspective, therapists are often 
seen as unconsciously damaging the frame in order to relieve their anxieties in the 
therapeutic relationship. However clients sense this and Langs (1984) suggests that 
any deviation from the frame on the part of the therapist, may produce in the patient, an 
unconscious image of the therapist as someone engaged in perverse forms of 
gratification at their expense. However the client and therapist may both find short 
term relief from anxiety in a deviant frame, thus a deviation may be a form of defence 
by either party against anxieties. Langs (1984) states that when the therapist deviates 
from the frame the patient may feel relief from his/her claustrophobic anxieties, a sense 
of fusion which relives separation anxieties. Also the patient may feel reassured 
consciously and unconsciously by viewing the therapist as ‘mad’. Langs (1981), views 
deviations in the frame as either being minor or major. Minor deviations do not 
significantly alter the outcome of the therapy, as long as they are recognised and 
analysed. However major deviations are seen as permanently altering the therapist 
client relationship and thus the outcome of the therapy.
Smith (1991) details the eleven components of the frame maintaining that all of these 
aspects must be adhered to in order to establish a secure frame. The first component is 
the use of the couch. This allows the therapist to be out of sight of the client, enabling 
the client to free associate and the therapist to listen without visual distraction. By 
sitting face to face both parties may be distracted by the other and be drawn into 
superficial social interaction. Secondly as mentioned, free association by the client and 
free floating attention by the therapist are also vital components of the therapeutic 
frame. Thirdly the therapist’s neutrality is also important. This ensures that the 
therapist does not unconsciously try to inappropriately influence the client in any way.
The fourth aspect of the frame is the absence of physical contact between the therapist 
and the client. Although Smith (1991) suggests that the initial handshake may be
acceptable. Smith (1991) cites an example given by Langs (Langs, in Smith, 1989) to 
illustrate this point. In the example a client dropped her sweater as she is leaving the 
session. The therapist picked it up and gave it back to her, and the woman thanked the 
therapist. In the next session the client recounted a dream that her brother had touched 
her breast. This is taken as an unconscious communication that the client felt ‘abused’ 
by the therapist and that she had felt that the picking up of the sweater was 
inappropriate and incestuous. Thus she felt that the frame was deviant and by telling 
her therapist this was indicating that he should repair the damage. Thus Smith (1991) 
states that any physical contact is usually unconsciously condemned by patients, who 
often describe it as feeling seductive.
The fifth component of the frame is that of the analysts anonymity. The basis for this 
is that if the client knows too much about the therapist this will interfere with the 
development of transference illusions. Therefore it is essential that the therapist 
maintains the ‘blank screen’. Any self disclosure on the part of the therapist would be 
considered to be driven by the therapists own unconscious needs rather than by the 
needs of the client.
The sixth and seventh aspects of the frame are that of total privacy and confidentiality. 
Ideally the analytic setting should be completely private with separate entrance and 
exits and no receptionist. Confidentiality should be maintained by not keeping notes or 
recording sessions in any way. If this aspect of the frame is not adhered to the client 
will unconsciously feel very uneasy and will communicate this to the therapist. 
However on a conscious level the client will often seem unconcerned about recording a 
session for example. An illustration of this from clinical practice took occurred whilst 
the author was working therapeutically in a Community Mental Health Team 
(CMHT)in the community. The client, a woman in her fifties agreed to have the 
session tape recorded. However throughout the taped session she talked about an 
argument that she had had with her son because he had told her husband about an 
expensive pair of shoes that she had bought. The couple were experiencing severe 
financial difficulties and she had felt guilty about spending the money, so had not told 
her husband about this. She said that she felt let down by her son as she had trusted
him. Furthermore she said that she felt sad because she could no longer confide in him 
and wondered if she would always feel this way. Thus the client was communicating 
that a confidence had been broken by recording the session, and that she felt sad and let 
down by the therapist for betraying her in this way.
Consistency of setting is the seventh component of the frame. This means that the 
therapy should be in the same place every time, as Smith (1991) stresses that 
unconsciously reliability and consistency are centrally important values. Particularly 
when working within a setting such as the National Health Service this aspect of the 
jframe is very often compromised. Frequently there is a shortage of space and rooms 
may change fi-om week to week. If the therapist is a trainee this is even more likely to 
occur, as lack of status may result in trainees having to try and fit in where space 
allows and to work around other professionals. Whilst the author worked in the 
CMHT mentioned earlier this was certainly the case. After having a different room 
four weeks in a row a young male client spent the majority of the next session talking 
about his finstration with his mother who insisted that he take their dog for a walk 
every evening. He said that he did not like doing this as the dog was very strong and 
would pull at the lead, run off and pull him from ‘pillar to post’ when they were out. 
He said that he felt sick of the dog and wished that they had trained him properly when 
he was younger. This could be viewed as the client communicating to the therapist that 
he felt pushed from ‘pillar to post’, that he was sick off being messed around, and that 
he wished that the therapist had been trained properly so that she could maintain the 
firame in a more consistent manner.
Payment of the fee is another element of the fi*ame which whilst working in the 
National Health Service is impossible to control. In order for the frame to be secure 
the fee should be fixed and the therapist should not alter the fee once it has been set. 
Furthermore the client should pay for all sessions, including the ones that they miss. 
Smith (1991) explains that not charging for missed sessions is akin to the therapist 
offering the client a gift. The client will sense this and may feel that they are being 
seduced by their therapist.
Set frequency and duration of the session is the tenth component of the secure frame. 
Every session should occur at a set time and should be of set duration. Any over - 
running of sessions is viewed as the therapists’ way unconsciously of relieving some 
anxiety. Furthermore any request by the client to change the time of a session must be 
viewed with caution. Smith (1991) cites examples of clients asking to change their 
session times and then talking about people not sticking to what they had agreed. So 
even though the change had been requested on a conscious level, on an unconscious 
level the client feels uncomfortable about the deviance in the frame if it is agreed to.
Finally the patient should have responsibility for terminating the therapy. Smith states 
that any attempt by the therapist to oppose terminations, which they may view as 
premature, is a violation of the ethical imperative of neutrality. Therefore, the practice, 
common within the National Health Service, of offering a certain number of sessions 
may be viewed as setting up a deviant frame as this causes great unconscious distress 
in the client.
If all eleven components of the psychotherapeutic frame are maintained then the 
therapy may proceed in optimum circumstances. As illustrated sustaining this 
throughout the course of the therapy is an on going process, which is likely to rupture 
at some point. In particular working as a practitioner within the National Health 
Service setting serves to make the establishment of a secure frame extremely 
challenging. However, as long as a deviant frame is recognised, analysed, and 
interpreted back to the client, then this may be viewed as a valuable and essential part 
of the therapeutic process. Whilst acknowledging the limitations that the National 
Health Service places upon the secure frame, the therapist may strive to maintain as 
many of the basic ground rules as is practical so that at least some, moments of secure 
frame (Smith 1991), may be attained.
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THE EPISTEMOLOGICAL UNDERPINNINGS OF THE SCIENTIST 
PRACTITIONER MODEL: IMPLICATIONS FOR COUNSELLING
PSYCHOLOGY
Counselling psychology is a new and developing profession and as it has grown there 
has been a continuing emphasis on an adherence to the scientist practitioner model of 
working. However, when the epistemological underpinnings of this paradigm are 
examined it becomes clear that an alliance with this tradition raises many difficulties. 
Thus, as counselling psychologists it is important that we examine these problems and 
attempt to reconstruct our professional practice and identity in accordance with any 
conclusions.
In order to discuss the issues involved in this debate it may be clearest to begin by 
establishing a definition of counselling psychology and underlying the context within 
which the profession developed. Following this the scientist practitioner model of 
working will be described. From this juncture it may be possible to outline the 
advantages and disadvantages of adhering to such an approach. To conclude 
alternative ways of viewing the scientist practitioner paradigm from the perspective of 
counselling psychology will be discussed.
Woolfe (1996, p.4) defines counselling psychology as, “the application of 
psychological knowledge to the practice of counselling”. Counselling psychology 
began as a special interest group within the British Psychological Society (BPS), and 
became a separate division of the society in 1994. It is important to take account of 
the fact that psychology is an academic discipline which historically has had a “long­
standing aspiration to claim the status of a respectable ‘science’” (Smith, 1996, p. 189). 
In other words psychology has fought long and hard to establish its credentials as a 
‘serious’ positivist empirical science. Therefore, in order for counselling psychology 
to be afforded its status as a division of the BPS, it had to establish and promote its’ 
positivist scientific links.
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Since this time the profession has perhaps inevitably had a challenging relationship 
with more established psychological schools. As the BPS guidelines for professional 
practice (1998) point out, this may be due to the fact that as a new and developing area 
counselling psychology has drawn upon phenomenological models of practice which 
may challenge the more established conceptions of scientific psychology. Also 
counselling psychology may be seen as rejecting the more traditional medical model of 
the practitioner being an objective, detached all knowing professional who ‘treats’ the 
client. Instead the emphasis is on a phenomenological philosophy based on a more 
collaborative interaction within therapy. Thus the aim of counselling psychology is to, 
“develop models of research and practice which marry the scientific demand for 
rigorous empirical enquiry with a firm value base grounded in the primacy of the 
counselling / psychotherapeutic relationship” (BPS, 1998, p.3). The dilemma is 
whether this is possible whilst adhering to a scientist practitioner model of working.
In order to assess the implications of working within the scientist practitioner model 
for counselling psychology it is necessaiy to investigate the epistemological 
underpinnings of this paradigm. The scientist practitioner approach is based on the 
idea that as psychologists it is important to integrate rigorous scientific methods of 
investigation and ongoing research within therapeutic practice. As Meara et al. (1988, 
p.367) state, the scientist practitioner model is “an integrated approach to knowledge 
that recognises the interdependence of theory, research and practice”. Thus 
professional development is seen as reliant upon the continual generation of 
knowledge through published research.
As practitioner and scientist seem such diverse concepts it may be useful to outline 
what is meant by each term. A practitioner implies a professional who is empathie, 
non judgmental, and insightful. Someone who is theory driven and yet makes 
meaning out of a client’s world. In contrast it is important to establish what is meant 
by the term ‘science’ in this sense. In simple terms, science is based on positivist 
objectivist assumptions. That is, the epistemological underpinnings of science are that 
with reason and logic problems can be solved. Also it assumes that there are 
generalisable laws ‘out there’ which by measuring ‘objects’ and ‘subjects’ research
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can find and confirm. From this point rules and laws may be discovered which allow 
the prediction of phenomena’s. Thus scientific psychology aims to measure humans 
and their behaviour in order to try and understand them and then make changes if 
necessary. In order to do this researchers must be detached observers of behaviours, 
who undertake hypothesis driven empirical investigations which are reliable and valid. 
Results may be found from quantitative analysis from which generalisable facts may 
be drawn.
Counselling psychology was bom out of the drive to establish a more scientific 
approach to counselling and psychotherapy. The difficulty however, is in doing this 
whilst still maintaining the importance and primacy of the therapeutic relationship. 
From an epistemological viewpoint it is the relationship that is the issue and that we 
want to examine, not the ‘object’ or the ‘subject’. However as outlined earlier, 
mainstream psychology is rooted in the desire to claim scientific integrity by stressing 
its positivist nominative foundations. Such assumptions can be verified and replicated 
by use of quantitative experimentation. These techniques are highly regarded for their 
validity, reliability, and replicability which allow us to make generalisations and laws 
about objects. They also rely on researchers being detached and objective. However 
such techniques neglect to recognise the primacy of the relationship between the 
therapist and the client, which forms the phenomenological underpinnings of 
counselling psychology. Counselling psychology challenges scientific assumptions by 
embracing the fact that the practitioner has an emotional subjective involvement in the 
therapy and utilising this as part of the therapeutic process. In order to examine this 
relationship between subject and objects which is the basis of counselling psychology, 
qualitative research methods emphasising individual experience, not reductionism 
‘mles’ are employed. However such techniques are still not fully accepted within 
mainstream psychology as being scientific. Thus, if  as counselling psychologist we 
rely on such supposedly ‘unscientific’ concepts, how can we consider ourselves 
scientist practitioners? Whilst the definition of science is narrowly confined to 
positivist empirical assumptions it may be difficult for counselling psychologists, from 
an epistemological perspective, to work within a scientist practitioner framework.
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The scientist practitioner model is widely adhered to by our colleagues in clinical 
psychology. This may be due to the history of this discipline’s development vdthin the 
medical model of practice in settings such as the Maudsely hospital. When working in 
the NHS an allegiance to this paradigm has many advantages. It buys status and 
credibility in an institution embedded in the old school of medical model. Further, it 
has its root in the idea that we can verify and measure what we do as professionals in 
an open and competitive market place. It enables us to be accountable for our 
practice. Therefore it may be in the best interests of counselling psychologists’ to 
associate with this model in order to gain credibility and status such as that afforded to 
our clinical colleagues.
However, there are pitfalls in forming an allegiance with a paradigm so closely 
associated with that of clinical psychology. Although this is a profession which we do 
have strong professional similarities with, it may be counterproductive to want to 
forge too closely with this group. As a new profession it is important to develop our 
own professional identity which may have similarities to that of clinical psychology 
but also has many valuable differences which may compliment this profession.
Although the idea of the scientist practitioner is one that is widely aspired to and 
agreed with, the evidence from clinical psychologists certainly indicates that this is 
more of an aspiration than a reality. For example Head and Harmon (1990) in a 
questionnaire study of basic grade clinical psychologists found that over half surveyed 
were not planning on carrying out any research in their current posts. This lead Head 
and Harmon to conclude that in clinical psychology research is in need of 
‘resuscitation’. This research was carried out with clinical psychologists who have a 
long-standing tradition of being wedded to the scientist practitioner approach, but 
indicates that this may be more of an ideology than a reality. Obviously there may be 
practical reasons for this scarcity of research, such as lack of funding, lack of time and 
difficulty in finding large numbers of participants. But perhaps also it supports the 
assumption of practitioners that research does not reflect the reality of practice. It does 
not feel relevant to what happens in the therapy room. This may be due to the 
dominance of the use of quantitative methods of empirical research which dominate
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research journals and publications. The use of qualitative methods of enquiry which 
emphasise the primacy of the relationship and the importance of the individuals’ 
unique experience of and interpretations of events may serve to re-establish the 
production of research by qualified psychologists in the work place. This approach 
may be more directly relevant to the therapeutic practice of counselling psychologists, 
and it is important that as a profession we continue to generate such research so that 
journals begin to reflect this with more qualitative publications.
There have been various ideas as to how counselling psychologists can work more 
comfortably within the scientist practitioner paradigm. O’Brien (1996) suggests that 
as a profession we resolve this difficulty by separating the two, thus although we may 
belong to both scientist and practitioner communities we do not need to perform both 
roles at once. Therefore we may be practitioners whilst engaging in therapy with 
clients, and scientists when undertaking research. Crellin (1998, p.25) states that, the 
scientist practitioner model only works if “therapy has an empirical theory base. It is 
not consistent with a hermeneutic or phenomenological model”. However another 
option may be to broaden the definition of science so that it sits more comfortably 
with the pnilosophical underpinnings of counselling psychology. Smith (1996) argues 
that psychology has a very narrow conception of the nature of science which precludes 
more phenomenological approaches such as qualitative research. Therefore he 
suggests that to exclude qualitative approaches assumes a prescriptive view of science 
and that “science is a multifaceted activity that is well able to accommodate qualitative 
approaches to psychology” (Smith, 1996, p. 191). Thus, in conclusion, if science is 
defined in an alternative more phenomenological way then perhaps the 
epistemological underpinnings of the scientist practitioner model may be more 
congruent with the nature of counselling psychology.
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IN COGNITIVE THERAPY, THERAPEUTIC CHANGE IS NOT 
DEPENDENT UPON THE THERAPEUTIC SYSTEM OF DELIVERY BUT 
ON THE ACTIVE COMPONENTS WHICH DIRECTLY CHALLENGE THE 
CLIENT’S FAULTY APPRAISALS. DISCUSS.
In cognitive therapy, therapeutic change is not dependent upon the therapeutic system 
of delivery but on the active components which directly challenge the client’s faulty 
appraisals. In other words it is the ‘tools’ and techniques of cognitive therapy which 
promote change in a client and not the quality of the therapeutic relationship. For the 
purpose of this discussion it will be argued that this is not the case, and that the 
therapeutic relationship has a major impact on therapeutic change in cognitive therapy. 
In order to discuss this idea it may be clearest to begin by briefly describing cognitive 
therapy, and exploring the history behind the lack of emphasis of the therapeutic 
relationship in this approach. From this point the therapeutic relationship will be 
defined and research investigating the role of this in cognitive therapy regarding 
therapeutic change evaluated. In conclusion the development of the role of the 
therapeutic relationship within cognitive therapy will be outlined.
The notion that our thoughts and beliefs effect our emotions and how we feel, forms 
the foundation of cognitive therapy. Beck (1970) has been a major influence on this 
school of psychotherapy, which is based on the theory that individual’s feelings and 
behaviour are strongly influenced by the way in which they view themselves, others 
and the future. Thus, it is not events which result in emotions but the way we think, or 
our appraisal and beliefs and attitudes towards a situation which results in the 
emotional response. In other words we feel what we think. Consequently cognitive 
therapy works on the assumption that if emotional distress is the result of distorted 
thinking, then this can be alleviated by identifying distorted ways of thinking and then 
trying to change or modify them. Hence identifying thoughts and feelings forms the 
bedrock of cognitive therapy. Clients are helped to consciously identify emotions and 
accompanying thoughts and to look for ways in which distorted or unhelpful thinking 
relates to particular emotions.
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Cognitive therapy is often viewed as an ‘active’ therapy, in that the emphasises is on 
identifying maladaptive cognitive processes and challenging and modifying them. The 
three main active components of this approach are challenging distorted thoughts, 
guided discovery and Socratic questioning, and thought diaries and behavioural 
experiments. For these reasons much importance in cognitive therapy is placed on the 
therapist learning the ‘tools’ of the trade and implementing them in order to facilitate 
therapeutic change. This is in contrast to other psychotherapies where the emphasis is 
more on accessing the unconscious and using the transference and countertransference 
to reveal clients’ ways of relating in the world.
Historically there has been a tendency in therapeutic models to polarise those which 
emphasise therapy as an experiential encoimter and those which emphasise therapy as 
techniques applied to a problem. Thus Raue and Goldffied (1994) point out that 
cognitive and other behaviour therapies have their roots in a tradition that had little 
emphasis on the significance of the therapeutic relationship. Therefore there has been 
great store set on the cognitive therapists’ utilisation and development of a variety of 
techniques and tools, and as these techi iques are seen as being so affective then it 
seems that there is little use in concentrating on the therapeutic relationship. However 
Wills and Sanders (1997) point out that cognitive therapy has been criticised as being 
mechanistic, in that it stresses the importance of techniques at the expense of 
emotions, and concentrates on the methods to use in therapy rather than on the 
process. Consequently cognitive therapy has been viewed as technique focused and 
ignoring the person, the unique individual who is in the room with the therapist.
These criticisms may be seen as being slightly unfair. Beck et al. (1979, p.54) did 
acknowledge the role of the therapeutic relationship as being, “a vehicle to facilitate a 
common effort in carrying out specific goals”. Therefore it seems that the therapeutic 
relationship was recognised implicitly rather than explicitly and appeared to have been 
viewed as being secondary to technique. However, as stressed by Wills and Sanders 
(1997, p. 112), “if we are tempted to utilise simply techniques we are missing the key 
ingredients”. The scope of cognitive therapy is widening, and the role of the
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therapeutic relationship in this approach is becoming more extensively considered, 
particularly with the development of cognitive theory working with ‘personality 
disorders’ and ‘schema driven problems’. In order to explore the growing recognition 
of the importance of the role of the therapeutic relationship in cognitive therapy it is 
useful to begin by defining what exactly is meant by this term.
Clarkson (1995) argues that in order for therapy to be of any use a strong working 
alliance must first be established. The therapeutic relationship is fundamentally the 
relationship between the therapist and the client. Bates (1992) stresses that the 
primary goal in therapy is engagement. As Bungener and McCormack (1994) point 
out, the process of psychotherapy is not just about speaking, and communication 
occurs on more than one level. Thus it is the quality of the therapeutic relationship 
which facilitates emotional gain. The therapeutic alliance between client and 
therapist, regardless of the therapist’s orientations consists of, a relational bond, 
agreement on treatment goals and agreement on the procedures (Bordin, 1979). This 
is viewed by Clarkson (1994) as one dimension of the five aspects of the 
psychotherapeutic relationship. The others she identifies are the 
transferential/countertransferential, the reparative/developmentally needed, the I - you, 
and the transpersonal. These dimensions assume different importance according to the 
type of therapy and at different times during the therapy. Dryden (1995, p .l) describes 
the therapeutic alliance as the “interpersonal connectedness between counsellor and 
client”. For this to occur there must also be the presence of unconditional positive 
regard, empathy and congruence. Bordin (1976) postulates that there are three 
components of the therapeutic alliance, tasks, bonds and goals. Tasks are the 
behaviours and cognition’s that form the substance of the therapy process. Goals are 
outcomes which are mutual targets of the intervention. And bonds are the complex 
components of personal attachments, such as trust and acceptance, between therapist 
and client.
The therapeutic relationship can provide a rich source of information for 
understanding clients and their problems. Research has shown that a good therapeutic 
alliance may be associated with positive therapy outcome (Horvath & Symmonds,
19
1991). In other words regarding cognitive therapy, the therapist has to be able to 
engage with the client in order to begin to work together in the employment of the 
technical aspects of the cognitive therapy. If the client does not form a good working 
relationship with the therapist, then they are unlikely to stay in the therapy or to feel 
comfortable enough to share their most pertinent and personal difficulties and for the 
therapeutic encounter to proceed.
There has been much research recently investigating the relative impact of the 
therapeutic relationship and the technical aspects of cognitive therapy, in relation to 
therapeutic change. Cross, Sheehan and Khan (1982) looked at short term insight 
orientated behavioural therapy in the treatment of neurotic patients of unspecified 
diagnosis. They found that both bond and technique oriented variables seemed 
important to the clients in their evaluation of the therapy. Ryan and Gizynski (1971) 
discovered that the client - therapist relationship may contribute even more to the 
change process than specific techniques. Indeed they concluded that these specific 
techniques may even have some negative effects, in that such emphasis was associated 
with less liking of the therapist, viewing the therapist as less competent, and finding 
the techniques as less pleasant. Nevertheless, when looking at depressed patients in 
cognitive therapy, DeRubeis and Feeley (1991) concluded that the therapeutic alliance 
may be important but is not sufficient alone, even at high levels, for changes in 
symptomology. Raue and Goldfiied (1994) conclude that the majority of studies 
regarding cognitive therapy to date have found that stronger therapeutic relationships 
result in less dropouts, and greater improvement directly after the therapy completion. 
Thus Raue and GoldMed (1994) suggest that from the point of view of the clients in 
cognitive therapy, greater weight is placed on the strong working alliance in 
accounting for therapeutic change, than on particular techniques, although these are 
acknowledged as being important. Bums and Nolen Hoeksema (1992) conclude that 
research examining technical factors versus relationship factors indicate the 
importance of both. Perhaps the therapeutic relationship could be viewed as being 
part of the active ingredients of the therapy along with the other ‘tools’ of cognitive 
therapy.
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If cognitive therapy is to continue to develop and adapt, particularly for work with 
complex issues for instance when working with personality disorders, then a deeper 
understanding of the role of the therapeutic relationship needs to be established. 
Indeed Wills and Sanders (1997) argue that recent work around the therapeutic 
relationship in cognitive therapy has brought this to centre stage, and served to help 
facilitate the therapy process and conceptualise the client’s difficulties.
Saffon and Segal (1992) state that the therapeutic relationship continually changes and 
fluctuates and can be actively used in the therapy. The therapeutic relationship is a 
useful indicator of the client’s way of relating outside of therapy. Gelso and Carter 
(1985) suggest that there are three inter related components to the therapeutic 
relationship in cognitive therapy. The transference, the bonds tasks and goals, and 
thirdly the real relationship. They stress that the transference relationship is often 
neglected within cognitive therapy.
The transference the client brings into the session may provide insight into their 
psychological make - up, and illustrate their core beliefs and assumptions. This venue 
may be used to identify the client’s distorted ways of interpreting events. For 
example, if the therapist finds that the client always seems eager to please in the 
therapy, never forgets homework and continually stresses how pleased they are with 
the way that the therapy is progressing, this may be a vital clue to how the client 
relates and conducts relationships outside of the therapy. Perhaps this client finds 
themselves always desperate to please others. The therapist could bring this in to the 
therapy, and comment that they have noticed that the client is very keen to please, and 
wonder what would happen if they did not do their homework, or if  they did 
something that did not please the therapist. Guided discovery could be used to 
ascertain the assumptions and core beliefs behind this way of relating. Perhaps the 
client thinks that one must always please others in order to be liked. This may 
uncover a core belief that “I am not loveable”, if I always please others then they will 
like me. In this way the therapeutic relationship can be used to illustrate to the client 
and the therapist distorted ways of thinking. Wills and Sanders (1997) argue that a 
sudden change in a client’s emotional response or non verbal behaviour often is a
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means of detecting signs of a ‘transference’ cognition, and is similar to detecting an 
automatic thought. Layden et al. (1993) state that people with borderline personality 
disorder often test out the therapist with a variety of schema driven behaviours. Thus 
in order for therapeutic progress to occur the therapist disconfirms the clients’ 
assumptions, this is integrated by the client and leads to schema modification.
The bonds, tasks and goals as outlined earlier may include in cognitive therapy, the 
homework tasks, diary keeping and contract and agenda setting. The client is more 
likely to ‘comply’ with any agreed tasks if there is a strong therapeutic relationship. 
This will also make it easier to bring up and address any difficulties completing any 
agreed tasks. The therapeutic relationship could also be used as a venue for 
behavioural experiments. For example the therapist could suggest that the client tiy 
doing or saying something which may not please them. In this way the client could 
‘safely’ try out new behaviours and receive and give feedback on how this felt, and re 
- evaluate ways of thinking and relating. Thus the relationship can be a testing ground 
for challenging beliefs (Jacobson, 1989), and the tools of cognitive therapy can be 
used in conjunction with the therapeutic relationship.
The real relationship is simply the non-distorted genuine perceptions and reactions of 
the therapist and client to each other. It must not be forgotten that the therapist is a 
person with their own idiosyncratic schemas and assumptions which they will bring in 
to the therapeutic relationship. Thus the cognitive therapist would need to be vigilant 
in acknowledging their own patterns of thinking and being sensitive to when this may 
be being activated by the client in a detrimental fashion in the therapy. This is 
something which should always be addressed in supervision.
In conclusion, the therapeutic relationship in cognitive therapy is not vastly different 
from the therapeutic relationship in other forms of therapy, although it may perhaps be 
addressed more openly and explicitly with the client. Components of the therapeutic 
relationship such as the transference can be used to identify and modify beliefs and 
assumptions. In other words “cognitive therapy, served as a set of techniques, is not 
likely to be successful in treating the range of disorders confronting clinicians. Yet
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cognitive therapy based in a theoretical framework, grounded in psychological 
literature, and presented within a sustaining therapeutic relationship has wide ranging 
utility” (Weishaar, 1993, p.27).
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WORKING AS A COUNSELLING PSYCHOLOGIST WITH 
ADULTS WITH LEARNING DISABILITIES AROUND SEXUAL 
ISSUES.
“To be a human being is to be a sexual being. Although there may be a range o f  
intensity, varying over time, we all have sexual needs, feelings and drives, from the 
most profoundly handicapped to the most able amongst us. Although we can shape 
(and misshape) sexual expression, sexuality is not an optional extra which we in our 
wisdom can chose to bestow or withhold according to whether or not some kind o f  
intelligence test is passed” A. Craft (1994, p.34).
1. INTRODUCTION
Counselling Psychology may still be viewed as a relatively new and developing 
profession, and the areas and issues in which this profession is practised seems to be 
ever evolving. Working with adults with learning disabilities is a field in which this 
profession has the opportunity to have enormous impact. The most likely setting for 
work in this area is within the National Health Service as part of a multi disciplinary 
team in the community. When receiving referrals for therapeutic input with this client 
group a common presenting concern may be issues around sexuality. As McLeod 
(1992) points out, sexuality and intimate relationships are complex human 
interactions, which for many people with disabilities may seem insurmountable. The 
area of sexuality is wide ranging, and the issues which may present in this setting 
include; abuse, consent, risk, pregnancy, contraception, parenting, disease, HIV, 
intimate relationships, sexual orientation, inappropriate masturbation, inappropriate 
sexual behaviour towards others. The detailed exploration of issues involved in each 
of these aspects of sexuality may be considered outside the boundaries of this report. 
Instead it may be more informative to concentrate on the main elements which cause 
this client group to have difficulties addressing issues of sexuality, and the role of 
counselling psychologists in approaching these dilemmas. In order to examine how 
this profession may begin to work with sexual issues within this field it is essential to 
examine and gain a perspective into the historical context of sexuality and people with
26
learning disabilities. At this stage the three main barriers to psychosexual 
development in this client group, education, myths and cultural taboos, and 
communication will be addressed with regards to individual work. Within this 
framework the necessity of working in conjunction with staff teams, and parents/carers 
will be outlined. Finally and to conclude the unique position of Counselling 
Psychologist to undertake this kind of work will be argued.
2. BACKGROUND
“The connection between mental handicap and sexuality has been a painful one for 
several hundred years” (Sinason 1992, p.257). As Sinason states, people with learning 
disability have a long history of being repressed, particularly around issues of 
sexuality. Indeed, until as recently as twenty-five years ago the sexuality of people 
with learning disabilities was greatly misunderstood and feared (Kempton & Khan, 
1991). For this reason this client group were shut away in large institutions segregated 
by sex, their sexual needs were denied and punished, and they were actively prevented 
from reproducing. In the past they were viewed often as eternal children who had no 
sexual feelings, or drives at all. Craft (1994) explains that many people find it more 
comfortable to think of this client group as individuals who never grow up and remain 
children forever. Children are not traditionally seen as sexual and therefore neither are 
people with learning disabilities. However the fact is that children with learning 
disabilities do grow up and sexually mature. This biological process (puberty) is not 
negotiable and cannot be stopped (Craft, 1994). A second view which served to 
oppress the sexual rights of such individuals was that they were seen as being in some 
way ‘inferior’ or ‘deviant’ people who should not be allowed to procreate. This is 
illustrated by the eugenics movement of 1889 - 1940 which influenced the involuntary 
sterilisation of many people with learning disabilities. Even today these two 
viewpoints still exert a powerful influence which underlies many of the oppressive 
attitudes towards the sexual issues of this client group. It is only relatively recently in 
the late seventies and early eighties with the advent of Normalisation (Wolfensberger, 
1976) that attitudes are changing and that it is being recognised that people with 
learning disabilities have sexual rights and needs as much as any one else. Also that 
they have a right to have sexual relationships, and marry and have children if they
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wish. In short, that they have the right to have the opportunity to make an informed 
choice about these sexual issues. It is the task of the counselling psychologist to 
support their clients within the therapeutic relationship, to begin to do this.
3. INDIVIDUAL WORK
Stanley (1981), suggested that when employing psychological methods of therapy 
around sexual issues, three main areas which may induce or sustain difficulties, are 
encountered in practise, ignorance, cultural taboos and myths, and poor 
communications. Thus it is evident that people with learning disabilities may have a 
predisposition to encounter problems related to each of these three issues. They are 
more likely to have had poor sexual education and even if these has occurred they may 
find such information difficult to retain, they certainly may experience internal and 
external difficulties as a result of cultural taboos, (as outlined earlier), and finally they 
may be likely to have difficulties communicating their needs, wants and feelings 
around their sexuality.
Education
In order for people with learning disabilities to make informed sexual choices, they 
need to receive thorough sexual education. With any kind of sexual therapy, with all 
populations, it is usual to begin by ascertaining the level of sexual knowledge the 
client has. Cole and Dryden (1988) point out that ignorance of sexual anatomy and 
physiology of self or partner, is a common factor in the exacerbation and continuation 
of sexual dysfunction. Many people without learning disabilities lack basic sexual 
knowledge and it is not unlikely that people with learning disability, particularly those 
living with their parents, may have received no sexual education at all. Although 
schools for this client group do cover this topic now, many older members of this 
client group may not even have been to school. As illustrated by the history of 
attitudes towards sexual issues with these people, many schools for this population 
would only have begun addressing sexual education relatively recently. Therefore the 
first task of a counselling psychologist working around issues of sexuality is to assess 
the individual client’s basic level of understanding and knowledge. Once this has 
been ascertained the ‘gaps’ in knowledge can be filled in. At this point it may be
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important to point out that it is vital to recognise the limitations of this client group. 
So for example some clients may find it very difficult to retain much information at 
all. In this instance it is perhaps important to concentrate on how that person can best 
be equipped to keep themselves safe, and make informed choices. Each education 
session will have to be tailored to meet each client’s particular needs. For example 
someone living in supported housing, key workers could be advised to go over basic 
information on a regular basis in order to ensure that that person is reminded of the 
information and retains it. Ways of educating people with learning disabilities may 
need to be quite practical and flexible, and include use of videos, anatomically correct 
dolls, and books, (such as ‘Not a child anymore’. Brook Advisory Centres, 1987).
Cultural Myths and Taboos
“For someone with learning disabilities and a lifetime of mixed messages about 
sexuality, but with the prevailing attitudes of sexuality and sexual taboo, to assert a 
positive and wanted relationship is perhaps the hardest challenge of all” (Brown & 
Turk, 1994, p. 114). Thus the second barrier to sexual development and fulfilment 
involves issues of cultural myths and taboo. Within the therapeutic relationship the 
counselling psychologist may gain insight into the conscious and unconscious belief 
systems which may be preventing their clients from maintaining healthy relationships 
and expressing sexual needs. For the counselling psychologist practicing in this field 
it is essential that the culture and myths permeating their client’s family background, 
and living situation are ascertained. For example it may be difficult to begin to work 
with a person who is referred because of difficulties arising from a sexual relationship 
with another person, if their parents or the staff group where they live, are working 
with a philosophy that the person is not capable of conducting such a relationship. 
Indeed often the underlying motive for staff and care givers in their referral for 
psychological intervention around sexual issues may be for the therapist to help the 
client ‘get rid o f  certain sexual behaviours.
The family culture within which a person develops obviously impacts on their 
psychosexual development. Many parents find it difficult to talk openly about sexual 
issues with their children, whether they are handicapped or not. McCabe and
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Cummins (1996) point out that sexual behaviour is among the most subtle and 
complex of all human behaviours. Therefore it is not surprising that people with 
learning difficulties find it difficult to understand such complex and subtle issues, and 
that their parents avoid trying to explain them. For many parents the most effective 
way of defending against their feelings of guilt about their ‘damaged’ offspring is to 
infantilise them. Sinason (1992) points out that this is not surprising considering that 
many mothers in particular are the primary physical care giver for their adult child, 
uncomfortable feelings about this situation may be defended against by treating their 
offspring as an eternal child. In this manner issues of sexuality can be avoided. Rose 
and Jones (1994) argue that it is essential that parents and professionals interact 
around sexual issues and that training and education for parents may be invaluable. 
They suggest that workshops for parents of people with learning disabilities and 
professionals may be useful in providing, an opportunity to meet as equals and hear 
each other’s views. Counselling psychologists may be well placed to play a role in 
setting up and running such groups. The religious and cultural values of a clients' 
family may also need to be taken into account when working around sexual issues. 
For example many families’ religion may lead them to believe that sexual relationship 
should exist within marriage only. The) may be of the opinion that their child is not 
able to consent to marriage. Thus they may effectively be saying that their child may 
never have a sexual relationship. Often they may not have considered this, and the 
realisation of this fact may lead them to re - evaluate their thoughts and beliefs around 
such matters.
For people living in supported housing, the attitudes of the staff working with them 
may exert just as dramatic and powerful an influence on their sexual knowledge and 
rights. Sinason (1992) states, that sexual and emotional development can proceed if 
the staff can ‘bear’ it. Mitchell et al. (1978) found that one third of the staff in their 
survey thought that no sexual behaviour on the part of the clients was acceptable. For 
this reason Craft (1994) stresses the need for developing policy guidelines relating to 
the sexual expression of the recipients of learning disability care services. These 
should contain positive statements of rights and should be reviewed regularly.
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Counselling psychologists may have an important part to play in devising and 
developing such guidelines.
Communication
One of the main difficulties working with clients with learning disabilities is often that 
of communication difficulties. Thus the people referred may have had difficulty 
expressing their sexual needs and desires to their partner’s, to the staff where they live 
and to the counselling psychologist. Cole and Dryden (1988) state that this is common 
amongst people referred for sexual therapy who do not have learning disabilities. 
They suggest that one way of beginning to overcome this is to help the client to learn 
the vocabulary of sexual issues. This may be established during the education stage of 
therapy. It is often the case that clients who have not been informed about sexual 
matters will be unfamiliar with the words needed in order to express their needs. Also 
people with learning disabilities may present as acting in a ‘sexually inappropriate’ 
manner towards peers or members of staff. Or referrals may involve clients who are 
masturbating in public places. It could be that this is the only way in which they feel 
able to communicate their sexual feelings. Thus the role of the counselling 
psychologist may be to support them to learn new and more socially acceptable ways 
of expressing sexual feelings and releasing sexual needs. For example they could be 
supported to learn ways to develop mutual sexual relationships with consenting others 
and to masturbate in private places. Another issue concerning communication 
involves partners, staff, and carers being aware to a limited extent that therapy around 
sexual issues is occurring. For example it may be pointless to work around sexual 
issues with a client if their partner has not received or is receiving similar therapy. 
Furthermore staff and carers may require guidelines as to how to deal with 
inappropriate sexual behaviours when they occur, and may be involved in ensuring 
that sexual information is retained by the client. Thus the counselling psychologist 
must ensure that they themselves communicate appropriately with staff, carers, and 
other professionals. Obviously this raises the issue of confidentiality and any issues 
which may be discussed outside of the therapy would have to be agreed upon when 
establishing the therapeutic contract.
31
4. CONCLUSION
It is evident then that working as a counselling psychologist with people with learning 
disabilities around sexual issues is a complex and wide-ranging field. There are many 
professional issues and questions, which arise from this discussion, including 
questions of consent, confidentiality, and legal matters. Perhaps the primary concern 
though is to work at building the therapeutic relationship within the therapy. Often 
this client group may have had little opportunity to explore their feelings about their 
sexuality in any depth. Furthermore they may have had little experience of being 
treated as a valued being with valid sexual needs and desires. As McCabe and 
Cummins (1996) point out, without attending to the feelings that people with learning 
disabilities have toward their own sexuality, they are likely to continue to have 
negative attitudes to sexual experiences. Thus merely the therapeutic relationship may 
in itself be a rewarding and fulfilling experience for the client. In conclusion it may be 
argued that counselling psychologists with their emphasis in training on life span 
development, and ability to employ a range of therapeutic techniques, may be ideally 
placed to work around psychosexual and sexual issues with this client group.
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COGNITIVE BEHAVIOURAL APPROACHES TO ANGER 
MANAGEMENT WITH A CASE EXAMPLE FROM A LEARNING 
DISABILITY SETTING.
Anger is a normal and functional emotion which everyone experiences throughout 
their life. However when anger is expressed inappropriately it can lead to major 
difficulties. The aim of this report is to outline what constitutes anger, and the 
cognitive behavioural approach to its management. Using a case study from a learning 
disability work setting issues of anger management within the context of learning 
disability will outlined. The role of the counselling psychologist and challenges 
involved in adapting techniques of anger management at an individual level with this 
population will then be detailed. Finally professional issues for counselling 
psychologists employing anger management techniques at differing levels within a 
range of work settings will be considered.
Anger is an emotion that has consequenccîs for people in terms of what they feel, (both 
physically and emotionally), how they think, and how they behave. Anger can be a 
healthy emotion, which has many positive functions (e.g. energising or defending), 
therefore it is not automatically viewed as a clinical problem. However this emotion is 
a feature of many psychiatric conditions, and when displayed in a socially 
inappropriate manner it can result in offending behaviours such as physical violence, 
and can also seriously impair an individuals’ functioning. Everyone gets angiy, 
however it is how this anger is expressed that can cause problems. Whether an anger 
response is labelled as healthy or unhealthy will depend on factors such as how intense 
the reaction is, what circumstances have triggered the reaction, and what the 
underlying thoughts and beliefs are. Black et al. (1997, p.34) define anger as “a 
subjective emotional state defined by the presence of physiological arousal and 
cognition’s of antagonism”. Buss (1961) differentiated between anger as an emotional 
state, hostility as an enduring negative attitude, and aggression as a behaviour.
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Cognitive approaches to working with anger state that people make themselves 
unhealthily angry because they hold a set of unhealthy beliefs about the person or 
situation in which they find themselves. In other words this model postulates that 
people who have difficulties managing anger may have unreasonable beliefs about the 
world which may increase the risk of them experiencing anger. Negative activating 
events (actual or inferred), may contribute to anger reactions, but what produces 
unhealthy anger in certain situations is the unhealthy anger creating beliefs. Naturally 
different kinds of events may trigger dysfunctional anger creating beliefs in different 
people.
Cognitive behavioural interventions for anger management involve reducing anger by 
testing the truth of anger creating beliefs. This is achieved by considering and 
targeting three psychological components to anger; arousal, behaviour and cognition’s. 
Thus interventions involve a general exploration of anger, individual exploration of 
anger, and anger management methods. Novoco (1975) pioneered the cognitive 
behavioural approach to anger problems. Within this framework anger is viewed as 
being cognitively mediated, by cognitive processes, which occur before a provoking 
event, during the perception of that event, and after the event. “Expectations brought 
to a situation gear attention and the course of responding” (Black et ah, 1997, p.35). 
Thus at an ‘attentionaT level people may seek out events which anger them. In this 
way people have pattern recognition’s where they attend to certain events and match 
them with their past experiences. Pattern recognition of potentially anger provoking 
events involves making a comparison with previous experiences of potentially anger 
provoking stimuli.
Towl and Crighton (1996) identify five pertinent biases in mental processes of anger: 
perceptual matching; false consensus; anchoring effects; attentual cueing; and 
attribution errors. Perceptual matching involves comparing previous experiences with 
the current environment or patterns. Thus the more exposed people have been to 
anger then the more likely they are to perceive anger. False consensus refers to the 
assumption that everyone else would endorse similar views to ones’ own. Anchoring 
effects is when initial assessment and judgement of individuals or situations are
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resistant to change regardless of subsequent challenging information. Attentional 
cueing refers to attending to specific events based on past experience. Attribution 
errors involve people over attributing dispositional factors at the expense of situational 
factors.
Current treatment approaches have been modified by Novoco (1994) and are now 
referred to as a ‘stress coping skills approach’. This involves developing coping skills 
including cognitive preparation, skills acquisition, and application training. 
Furthermore, Novoco (1994) stresses the importance of assessing the reciprocal 
relationship between cognitions, arousal and behavioural factors in relation to 
environmental circumstances.
The anger management techniques outlined above seem to be based on the assumption 
that any client will have a certain degree of cognitive ability and insight. The term 
learning disability may be defined as consisting of three main components. Firstly an 
I.Q. below seventy. Secondly a lacking in social competence, and thirdly an 
appearance of these traits before the age of eighteen (Grossman, 1983). In view of 
these factors traditional cognitive behavioural approaches to anger management within 
this field would need to be significantly adapted in order to meet the needs of this 
client group. Thus the challenges for therapeutic practitioners working in this setting 
would centre on adapting such methods to account for the cognitive limitations of 
each individual.
There is very little research addressing anger difficulties in people with learning 
disabilities. However psychological deficits regarding anger regulation are among the 
core elements of challenging behaviour in this population. Furthermore their life 
circumstances are often conducive to the activation of anger (Black et al., 1997). 
Many people with learning disabilities live in physical and social environments which 
are limited in satisfaction and also constraining. They may be less likely to have 
meaningful employment, to have long term intimate relationships or to experience 
choice or control in their lives. Also many people with learning disabilities have 
difficulty recognising, encoding expressing and regulating emotion (McAlpine at al..
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1991). Bates (1992) observed difficulty differentiating between emotions, restricted 
emotional vocabulary, and problems expressing negative emotions appropriately 
within this population.
Thus anger management with people with learning disabilities focuses on identifying 
the angry behaviours, supporting clients to recognise and differentiate between 
feelings, and teaching coping strategies. In their outline of cognitive behavioural 
approaches to anger management with people with learning disabilities Black et al. 
(1997) state that the core components are cognitive restructuring, arousal reduction 
and behavioural skills training. Furthermore they stress the importance of assessing 
the institutional context within which a practitioner is working and also of taking into 
account the impact of the environment within which an individual lives. Thus an 
individual with a learning disability who is in a secure setting may be more likely to 
experience conditions conducive to anger, such as lack of choice, restricted social 
contact and so on. However Black et al. (1997) could be criticised in that they do not 
appear to account for the extent to which this population may vary in their cognitive 
abilities. Thus they do not seem to acknowledge the fact that any guidelines for anger 
management with this population would need to stress the importance of a flexible 
approach by any practitioner.
Having outlined some of the major issues around anger management when working 
with people with learning disabilities it may be useful to investigate the challenges 
involved in treatment approaches. This is perhaps most clearly discussed with the aid 
of a case study from my own third year placement within a learning disability setting 
(all names and identifying features have been changed).
Mr K is a 24 year old man who has a moderate learning disability. He was referred to 
the Community Team for People with Learning Disabilities (CTPLD) for therapeutic 
counselling focusing on his anger management difficulties. Mr K lived at home with 
his mother and stepfather until he was twenty years old. He became increasingly 
violent at home, and this lead to many ‘confrontations’ with his stepfather. Mr K’s 
mother found the situation at home very difficult and in particular the problems
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between Mr K and his step father and their ‘temper tantrums’ increasingly difficult to 
manage. Eventually he was offered a place in a twenty-four hour staffed, group home 
in the community for people with learning disabilities.
Mr K found this move traumatic as he had never lived away from home before and he 
missed his mother a great deal. Also he seemed to be angry that he had had to leave 
the home but his stepfather had not. Thus from the beginning Mr K was having 
difficulties with managing his anger in his new home. This situation was exacerbated 
by the lack of permanent staff at this home. For this reason ‘agency staff were 
frequently used, and Mr K found having so many different staff difficult to adapt to, 
also the lack of permanent staff meant that there were inconsistent approaches to his 
inappropriate expressions of anger. Furthermore Mr K then began a sexual 
relationship with a fellow male resident in the house. This relationship was conducted 
quite furtively, with the pair going into each other’s bedroom at night, but not 
acknowledging their relationship to anyone else. Staff stated that Mr K’s mother had 
on a variety of occasion questioned Mr K about the relationship and had made it clear 
that she thought that any homosexual activity was ‘wrong’. Staff at the house reported 
that Mr K seemed confused about the relationship. He would tell staff that “X touched 
me down there tell him to stop”. However he would still go into X’s bedroom and 
would often appear to initiate time alone with X. Staff postulated that Mr K was for 
the first time in his life experimenting with his sexuality, and that whilst he enjoyed 
this in some ways, at the same time he seemed guilty and ashamed about this 
relationship. These mixed feelings were expressed in an angry manner towards X, 
when Mr K would hit him and destroy his belongings. Mr K also when angry would 
hit and bite other residents and staff and use aggressive abuse language and destroy 
property. Staff did not report these incidents to the CTPLD until they were relatively 
severe in nature and were happening almost daily. The other residents were “terrified” 
of Mr K and staff were beginning to feel the same. An attempt was made to manage 
these difficulties however the situation became so difficult and dangerous Mr K was 
admitted to a secure treatment and assessment centre. It was at this centre that I began 
seeing Mr K on a once weekly basis.
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The therapy with Mr K involved the adaptation of anger management techniques 
discussed earlier by Novoco (1984) and Black et al. (1997). The aim being to support 
him to recognise feelings of anger, to identify his angry behaviours and triggers, to 
learn to recognise the link between thoughts and beliefs in order to begin cognitive 
restructuring, and to devise ‘coping strategies’.
The psychological formulation was that Mr K found it difficult to express his angry 
feelings in an appropriate manner. He may have learnt some destructive ways of 
expressing anger from his violent stepfather. Thus a major aim was to help Mr K to 
learn new more acceptable ways of expressing anger. Also his relationship with the 
male service user and his mother’s open disapproval may have made him feel more 
confused and perhaps angry that he did not assert himself more, or guilt at 
participating in a same sex relationship that his mother did not approve of. 
Furthermore as Mr K had not wanted to leave his new home and move in to the secure 
setting of the assessment centre he may be feeling very angry about anther forced 
move in his life. In other words the lack of control or choice in his life may be 
exacerba * '1  g any feelings of anger.
The first stage of the therapy was spent trying to engage with Mr K. An attempt was 
made to offer him a greater sense of control in his life by making a pictorial contract 
together, which consisted of six stars representing the first six therapy sessions. At the 
end of the session he would tick off the star and after every six sessions a new contract 
was drawn up. This was aimed at helping Mr K to understand that the sessions were 
consistent and regular occurrences in his unpredictable life. Also when it was agreed 
the therapy would stop Mr K would be able to anticipate and plan for this ending. 
Another aspect of control was devised where Mr K and myself drew up a pictorial 
plan or diary of his week ahead at the end of the session. Mr K had difficulty 
conceptualising time, and also felt lonely and bored at the assessment centre, this 
allowed him to feel more in control in that he could check to see when his visitors 
were coming and also to see when the therapy would occur.
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Mr K found it very difficult to talk about any angry outbursts that had occurred, he 
would hang his head and rub his face and deny any events, which had been reported by 
staff. For this reason we looked together at what being angry meant, and the 
physiology of being angry. Firstly an attempt was made to ‘normalise’ anger, it was 
explained to him that anger is a normal and healthy emotion, but that we need to leam 
to ‘be’ angry in appropriate ways. This process was facilitated by the use of drawing 
people who were angry and labelling the physiological affects of anger such as, 
butterflies in the stomach, feeling hot, wobbly knees and so on. We then contrasted 
this with a picture of a person who felt calm.
As discussed many people with learning disabilities have difficulty identifying their 
emotions. Thus much time was spent supporting Mr K to leam to differentiate 
between feelings. His confusion on this matter was illustrated when I asked Mr K to 
draw a picture of himself looking angry. He drew a picture with a down turned, sad 
looking mouth. This indicated that he felt sad when he was angry or perhaps that he 
was confused as to what the word angry actually meant. Thus we drew firstly a happy 
and sad face. When Mr K had leam to differentiate between these we gradually added 
more emotions, and eventually we had six emotions, sad, happy, cross, bored, 
confused, and OK.
Once Mr K had begun to understand and recognise the feelings of anger we looked at 
the things that people do when they are angry and made a list of the things that he did 
when angry, such as hitting people and throwing things. We also wrote down the 
things that he said made him feel angry, such as missing his mother.
A major challenge in the therapy was in supporting Mr K to understand the 
relationship between cognition’s and emotions. A cycle of anger was drawn up 
illustrating the link between his missing his mother and her not visiting him and him 
becoming angry and upset. Then we looked at the idea of anger being a continuum 
with the ‘staircase to trouble’. This was an attempt to assist Mr K in understanding 
that if angry feelings are recognised early that an escalation into an angry outburst can 
be avoided. This was not particularly successful, as Mr K seemed to find it difficult to
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conceptualise connections between thoughts and behaviours and also to identify 
underlying beliefs. This may be a technique which he begins to develop as the therapy 
continues. Or this may be a concept that he will never be able to grasp due to the 
nature of his learning disability.
Then we devised and made a list of ‘coping strategies’ such as going for a walk or run, 
counting to ten and going to his room to relax. Mr K would then be asked to relay a 
recent incident of anger and to think about alternative ways that he could have reacted 
or ways that he could have avoided the provoking situation.
From the case example outlined above it is evident that counselling psychologists 
working with anger management techniques in a learning disability setting need to be 
flexible in their interventions. The range of abilities in this population is diverse and 
interventions need to be adapted accordingly. The role of the counselling psychologist 
in this setting is under researched and there may be potential for this profession to 
make a valuable contribution to developing and adapting cognitive behavioural anger 
management techniques in this field.
Counselling psychologists have the skills to work around anger management with 
people with learning disabilities at a variety of levels. Firstly individual therapeutic 
work as discussed, alternatively anger management group work could be undertaken. 
Another area of psychological input would be to work with the other residents living 
with a person with anger management difficulties in order to help them to address 
their feelings about and reactions to the violent incidents. In a group such as this the 
residents could be supported to think about their fears and own feelings of anger. Also 
they could be assisted in devising coping strategies for dealing with angry people, such 
as walking away from that person, and talking to staff when they felt upset. Finally 
counselling psychologists could intervene with the staff working directly with 
individuals with anger management difficulties. This could be by way of educating 
them on issues of the anatomy of anger, coping strategies for diffusing anger, and 
dealing with their feelings when they were the victims of this anger. Thus it is evident 
that counselling psychologists have a valuable role in addressing anger management
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with this population. These cognitive behavioural anger management interventions 
may be relevant across a range of clinical settings such as working with offenders or in 
secure psychiatric settings.
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Introduction to Therapeutic Practice Dossier
The contents of this dossier address issues relating to the practice of counselling 
psychology as developed during the three year long placements. Firstly a description 
of each placement is included, this is followed by an extended essay exploring the 
integration of theory research and practice.
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Summary of Placements
First Year Placement: An NHS Community Mental Health Team
October 1996 - August 1997.
The first year placement was in a Community Mental Health Team (CMHT), part of a 
Mental Health NHS Trust. The CMHT was a multi disciplinary team which had one 
Clinical Psychologist who supervised Counselling Psychologists in training. The 
remainder of the team was made up of three Approved Social Workers, two Mental 
Health Social Workers, three Community Psychiatric Nurses, two Occupational 
Therapists, two Support Workers, a team administrator and an administration team. 
Referrals were mainly from local General Practitioners and Psychiatrists and were of 
adults with mental health problems. Supervision was fi’om the Clinical Psychologist 
and client issues were formulated primarily from a humanistic and cognitive 
behavioural perspective. Presenting problems included anxiety and phobias, 
depression, bereavement, and relationship issues. The placement also provided 
opportunities for further involvement with the CMHT through team meetings and 
referral meetings.
Second Year Placement: A Psychoanalytic student counselling service.
September 1997 - August 1998.
The second year placement was in a ‘Student Counselling Service’, on a university 
campus. The team consisted of two full time qualified psychotherapists, one part time 
qualified psychotherapist, and five part time Counselling Psychology trainees. The 
therapeutic orientation of the placement was primarily psychodynamic. Individual and 
group supervision were psychodynamic. Referrals to the service were through the 
University Health Centre G.P’s, or nurses, students could also self refer. The 
placement served, undergraduates, post graduates, and university staff. Appointments 
were booked in the Health Centre and waiting time for first appointments was usually 
a week or less. Service users were offered weekly appointments and there was no 
limit to the length of time the therapy continued for. Presenting problems of clients
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seen at this placement included depression, life span issues, transition, bereavement, 
anxiety, self harm, and sexuality issues.
Third Year Placements: An NHS Community Team of People with Learning 
Disabilities, and an NHS Brief Intervention and Counselling Service.
October 1998 - August 1999.
The third year placement was in a Community Team for People with Learning 
Disabilities, (CTPLD) part of an NHS trust. This team comprised of; one Psychiatrist, 
two Clinical Psychologists, two Assistant Psychologists, one Speech and Language 
Therapist, one Physiotherapist, one Nursing manager, two Community Nurses, six 
Social Workers, one Social Work manager, and three administration staff. The 
therapeutic orientation of the psychologists in the placement were primarily cognitive 
behavioural. Referrals to the service were through the G.P’s, hospitals, residential or 
day care facilities, and service users could also self refer. The CTPLD served only 
adults with learning disabilities. The supervisor for this placement was cognitive 
behavioural in orientation. Presenting problems of the clients included anxiety, 
depression, bereavement, sexual abuse, anger management, issues around sex and 
sexuality, and ‘challenging behaviours’ such as faecal smearing and self injury.
Additional work within the team included attending team and referral meetings, and 
participating in client reviews and case meetings. The placement also provided 
training days on autism, and also opportunities to attend conferences on ‘Working 
with offenders with learning disabilities’, and ‘Identity and learning disability’.
An additional third year placement was in a Brief Intervention and Counselling 
Service (BICS), based in an NHS trust. This service offered assessment and brief 
psychological treatment (6 -8 sessions maximum, of 30 - 45 minutes each) for people 
experiencing emotional problems. The service also provided advice and information 
when appropriate. The BICS accepted referrals for a wide range of problems generally 
of recent onset and which were of mild to moderate severity, including, anxiety states.
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phobias, depressions, bereavement, relationship difficulties and ‘recent crisis 
experiences’. Referrals were made by GP’s or any health care professional (e.g. 
Health Visitor). The service aimed to offer an initial assessment appointment within 
four weeks of receipt of referral. The therapeutic orientation of the service was 
cognitive behavioural. Professionals working in the service included Clinical 
Psychologists, Counselling Psychologists, Counsellors and a Nurse Therapist. The 
supervisor for this placement was a UKCP registered cognitive behavioural therapist, 
thus supervision was cognitive behavioural in orientation.
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INTEGRATING THEORY RESEARCH AND PRACTICE AS A 
COUNSELLING PSYCHOLOGIST
The British Psychological Society’s guidelines for the professional practice of 
counselling psychology state that the aim of the profession is to: “develop models of 
research and practice which marry the scientific demand for rigorous empirical 
enquiry with a firm value base grounded in the primacy of the counselling / 
psychotherapeutic relationship” (BPS, 1998, p.3). For this overview I hope to 
illustrate how I have developed as a counselling psychologist in relation to these 
guidelines during my three years of training. One of the defining aspects of my 
professional evolution has been the focus on an adherence to the scientist practitioner 
model. As Meara et al. (1988, p.368) state, this model is “an integrated approach to 
knowledge that recognises the interdependence of theory, research and practice”. 
Using previous course work as illustrations, my aim for this discussion is to examine 
how I have begun to integrate theory research and practice, thus illustrating how I have 
evolved as a therapeutic practitioner and what has lead me to be the individual 
practitioner I am today. The purpose of this overview will not be to argue that I feel 
that I have reached some static state of ‘being’ as a therapist, but rather to explore how 
I have developed various areas of competence whilst also acknowledging that this is 
an ongoing process of professional development on which I aim to build as a qualified 
counselling psychologist.
Developing as an integrative practitioner involves drawing on theory, research and 
practice. Thus a variety of theories and issues are drawn upon, and this knowledge is 
used to tailor therapy to best suit the individual client. Included in this are various 
theoretical approaches to therapy, relevant research, personal therapy, supervision, 
political, religious, cultural and social contexts, ethics, epistemological issues, and the 
work context in which the therapy is taking place. To substantiate my discussion it 
may be clearest to illustrate how I integrate these issues into my practice by outlining a 
current client. Through the issues and challenges that this case has evoked and with 
the use of previous case material, I aim to demonstrate what factors have influenced 
me and how I integrate this into my current practice.
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For my third year placement, I worked as a trainee counselling psychologist in a 
Community Team for People with Learning Disabilities (CTPLD). This was a multi - 
disciplinary team which worked with adults with an I.Q. of sixty - nine or below. The 
client I have chosen to illustrate this discussion evoked many issues which I feel 
illustrate some of the challenges of integrating theory research and practice as a 
therapeutic practitioner. I have changed all identifiable features in order to protect 
confidentiality. Yasem Osman is a thirty five year old Indian Muslim man. He has a 
moderate learning disability and was referred to the team as he requested 
psychological therapy to address difficulties in his sexual relationship with his wife. 
He has been married for six months but his wife is currently living in India whilst she 
awaits a visa. Yasem reported that he and his wife had found it difficult to 
consummate their marriage and he feels anxious about how their sexual relationship 
will develop when she comes to live with him. Yasem also is on a probation order for 
a year following a history of sexual offences against women. When I began seeing 
him he stated that he want to address his sexual difficulties, which we began to do 
fi*om a cognitive behavioural approach. As the therapy continued many issues 
emerged and I will now present some of these issues with the aim of illustrating how I 
attempted to integrate a variety areas of theory research and practice as part of an 
individually designed ‘package’ of therapy.
I employed therapeutic techniques from the humanistic approach in order to engage 
Yasem in the therapy. The value of using basic therapeutic skills such as 
unconditional positive regard and empathy to establish a working alliance with clients, 
was a skill I developed in my first year work placement in a Community Mental 
Health Team (CMHT). Such ‘Rogerian’ techniques enable me to begin to understand 
the worldview of a client and then to facilitate a non directive exploration of their 
relationships with themselves the world and others. However valuable these 
techniques are I began to feel frustrated by the end of my first year that these 
approaches were not suited to all clients. In particular I felt that as many of the clients 
who I saw in this placement had complex mental health problems, additional more 
proactive approaches may be useful to formulate their concerns and tackle their
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difficulties. For example in a first year client study I presented my work with a young 
woman who’s child had died through cot death. This woman was understandably 
traumatised by this tragic event. Although I state my aim to support this woman from 
a person centred perspective through her difficulties, at the time I recall feeling that 
this felt somewhat lacking in depth as an approach. On reflection it would have been 
useful to have employed some cognitive behavioural techniques to help her to cope 
with the traumatic thoughts and also to explore her core beliefs in relation to her 
difficulties concerning her second daughter. However I did leam from this experience 
that being able to ‘be’ with a client and contain their distress is a valuable skill, 
although this may not feel very proactive. These tools were useful when Yasem began 
to disclose sexual abuse which had occurred in his childhood. As the therapy 
continued we began to use a more cognitive behavioural approach in order to address 
Yasem’s thoughts and core beliefs about himself, his sexual feelings and his feelings 
towards women. In particular this approach was helpful in using Socratic questioning 
to establish Yasem’s underlying cognitive schemata and assumptions when he planned 
to sexually assault women. The goal being to begin to conduct cognitive and 
behavioural experimentation of alternative ways of being and interpreting the world.
My experience from my second year placement in a psychoanalytic setting has enabled 
me to draw on many aspects of psychoanalytic theory to inform my approach. In the 
second year placement I worked with a male client with anxiety difficulties. This 
work gave me an opportunity to leam about the impact that the counter - transferential 
relationship may have on the therapeutic relationship. This young man’s levels of 
anxiety were very high, and I felt that in the sessions I was stmggling to contain this. I 
felt acutely aware that I felt very uncomfortable working with this client, and that I 
found it difficult containing the counter - transference. However I also learnt to 
recognise the feelings in myself during the therapy which are my own, and those 
feelings I am experiencing which are more a part of the counter - transferential 
relationship and which I need to listen to and to bring into the process of the therapy. 
With Yasem I often found myself feeling anxious, threatened, and vulnerable. Part of 
this may be my own material. In previous work as a residential social worker I have 
been in situations where men with learning disabilities have been aggressive towards
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me. However I am also aware that many of these feelings may be counter - 
transferential. In particular they may be a reflection of his feelings of vulnerability and 
his response to this with aggressive defences. This information can be integrated into 
the therapeutic formulation and help me to consider his sexual offending in response 
to his fears about his own sexual feelings and his past abusive experiences.
The discussion above concentrates on integrating various therapeutic theories into the 
therapy. However this ‘integrative’ approach may stimulate epistemological 
difficulties. For example, there are difficulties in unifying both the empiricist and the 
interpretative underpinnings of different theoretical schools. As a therapist attempting 
to integrate such wide ranging approaches there is a danger of falling into the trap of 
being excessively eclectic, or drawing on ‘bits’ of therapies without a consistent 
theoretical knowledge base for doing so. There is much debate centred around the 
definitions, differences and relative merits of eclecticism and integration, (i.e. Dryden 
& Norcross, 1990). It must be acknowledged that whilst striving to avoid “technical 
selection in a haphazard, unsystematic way” (Beitman, 1990, p.52), I feel that I am at 
the beginning stages of learning to integrate cognitive behavioural, psychodynamic 
and humanistic approaches to therapy. This is particularly the case with the cognitive 
behavioural approach which, as I come to the end of my third year of training, I am 
just beginning to feel confident with. Furthermore, in familiarising myself with the 
languages of different theoretical models I have begun to appreciate the empirical 
research which stresses the ultimate value of the therapeutic relationship itself 
(Clarkson, 1994).
Part of being an integrative practitioner relies on having knowledge and awareness of 
existing research and being able to draw on this to inform therapeutic interventions. I 
have found that I have developed this skill over the three years and become more 
aware of the importance of such knowledge in designing individual therapies. This 
was first brought home to me in the first year when I worked with the woman who’s 
child had died from cot death, as mentioned earlier. She talked in great detail about 
her ‘flashbacks’ and intrusive thoughts about the death of her child. This lead me to 
consider the possibility that she was experiencing symptoms of post traumatic stress
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disorder (PTSD). I found support for this hypothesis from a study by Lahore et al. 
(1996) which found that many bereaved mothers experience symptoms similar to 
PTSD. This research concluded that talking with receptive others about a traumatic 
experience is part of the recovery process, and this informed my practice and 
formulation, in that I felt that using a person centred perspective would facilitate this 
process. Research which significantly informs my practice when working with any 
adult with learning disabilities is that of Sigelman et al. (1981) which found that 
people with learning disabilities are prone to acquiescence in an interview situation. 
For this reason I would be very careful about how I phrase any interventions, to take in 
account the level of the persons learning disability, and the possibility that they are 
likely to acquiesce. Thus I would also be likely to ‘test’ out any areas where I felt that 
the client may have been agreeing with me and acquiescing and that this may not 
reflect their true thoughts and feelings. This information was something that I had 
learnt whilst conducting my personal research in the second year on people with 
learning disabilities’ views of a psychotherapy service. Obviously in the work with 
Yasem I was also drawing on information I had learnt from other research such as 
working with people form different cultures to that of the therapist (Sue & Sue, 1990), 
and also research on sexual abuse (Turk & Brown, 1993) and sexual offenders with 
learning disabilities (Clare & Murphy, 1998).
One of the main aspects of therapeutic practice which I have developed and integrated 
into my own practice and which is paramount in the profession of counselling 
psychology is the use of the self within the therapeutic relationship. In this sense my 
personal therapy has had an enormous impact on my practice. I have found it is vital 
to have insight and awareness to help me to decipher what is my own material and 
what is that of the client. Personal therapy has also afforded me the experience of 
being the client as opposed to the therapist, and the differences in power that this 
entails. I feel that this insight is especially pertinent when working with people with 
learning disabilities, a population who are often disempowered and stigmatised in 
many areas of their life and experiences. For such clients, entering into a therapeutic 
relationship is another potential relationship involving power imbalance. It is 
unrealistic to expect a totally ‘equal’ distribution of power in the relationship, in that
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being the therapist I am by definition the ‘professional’, and it is important to be 
vigilant in monitoring the distribution of power within the relationship. My personal 
therapy also afforded me insight into my ‘shadow’ self, and some of my motives for 
entering a career in therapy. It is doubtful that I would have felt safe in any other 
forum in addressing any such uncomfortable issues. Being aware of my own biases 
ensures that I am sensitive to their impact on the therapeutic relationship. This is an 
area that I strive to integrate into my practice at all times.
Many practical aspects of professional practice that I have integrated into my approach 
concentrate around issues of the therapeutic ‘frame’. In my first year I began to leam 
to manage the practicalities of the frame, such as private room, conducive 
environment, consistent times, agreeing contracts and managing confidentiality. An 
essay in the second year which had a major influence on my practice concerned the 
significance of the therapeutic frame and was informed primarily by the work of David 
Smith (1991). He argued that the management of the therapeutic frame is critical to 
the therapeutic relationship and “has a more powerful impact upon the patient” 
(Smith, 1991, p. 102) than any other part of the psychoanalytic interaction. From this I 
realised how difficult it is to maintain a secure frame in NHS settings. In my first year 
I often had to use different therapy rooms each week, whereas in my second year, 
which was based in a student psychotherapy service and was not therefore NHS based, 
I had the same room and time for each client every week. In my third year I 
experienced once more the difficulty maintaining a secure frame within an NHS 
context. Due to lack of space the rooms were continually changed and were sparsely 
furnished, with no pictures on the wall and office type chairs. This lead me to make a 
conscious attempt in my practice to make secure as many aspects of the frame that it 
was practical to do. The primary frame issues which I felt needed addressing with the 
client group was that of the therapeutic contract. People with learning disabilities can 
have difficulties conceptualising time. Whilst working in the community mental 
health team in the first year I had found it difficult to keep track of how many sessions 
each client had had, and how many we had contracted for. This lead me to think how 
difficult it would be for a population with learning disabilities to do this, and how 
confusing and disorientating for them if for example they did not remember that we
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had contracted for six sessions had only had two left. For this reason in the third year 
placement I began using pictorial contracts with all my clients. These could be ticked 
off at the end of the session. This marked the end of the session, which is important 
for this client group who may have experienced many endings which were unexpected 
or out for their control. Thus in each session the client could look at the contract and 
have a visual representation of how many therapy sessions they had had, and also how 
many more they had to come. The value of this approach was brought to my attention 
on many occasions when to my surprise clients who I had not realised had particularly 
understood or valued the contract, would remind me as the session was coming to a 
close, that they needed to tick off the session on their contract.
Another issue about practice was brought home to me when working with a depressed 
man, as detailed in a first year case study. I found this client difficult to work with and 
would often leave the sessions feeling low and uncertain as to how to approach the 
next session. I found that the time that I scheduled this session was vital. By making 
sure the session was early in the day this meant that I had more time to reflect on this 
client at work and to consult my supervisor if necessary at short notice. If however I 
saw this man at the end of the day I found it difficult not to take my concerns about 
him home with me. I also had limited opportunity to discuss any difficulties with my 
supervisor, as he may have left work before I finished the session. When working 
with Yasem I was reminded of this important aspect of practice. I had arranged to see 
him on Friday afternoons. The session was particularly difficult and I had felt 
vulnerable and ill at ease throughout. When I finished my supervisor was not around 
fortunately there was another colleague in the office to whom I spoke in private. 
However this reminded me that it would have been more sensible to try and schedule 
any such clients earlier in the week thus optimising the chance to talk through any 
upsetting feelings or difficulties that may arise from a session.
Trying to acknowledge and integrate the issues contextual to the work setting is 
another aspect of practice which has impacted on my development as a counselling 
psychologist. In my first and third year placements I have worked in NHS settings, 
both of which have been in multi - disciplinary teams. From these placements I have
55
learnt the importance of being clear in my professional roles and responsibilities. For 
example whilst working with Yasem I also had to be aware of the role of his probation 
officer. In one particular session he told me that he was having thoughts about re - 
offending. It was my role to remind him that I had to report anything that he told me 
in the therapy which may place others at risk of harm. My previous experience of 
using the therapeutic relationship to address issues in the therapy enabled me to have 
the confidence to bring this into the therapy and ask him how he felt about my having 
to inform his probation officer of this, and to address the impact that this may have on 
our therapeutic alliance. Thus I was clear that it was my role to inform the probation 
officer of his thoughts about re - offending, and it was her responsibility to assess the 
legal implications of this concerning his probation order. This incident also 
highlighted for me the need to be clear within a multi - disciplinary setting of the 
boundaries of confidentiality between professionals, which can vary widely between 
settings.
Another issue which has an impact on the therapy in the NHS is that of funding. This 
may also be viewed as part of the political context of therapy. Working in a 
community mental health setting the physical work environment was adequate, in that 
there were sufficient therapy rooms, and these rooms were equipped with comfortable 
‘easy’ chairs and appropriately decorated. This was also the case in my second year 
student counselling setting. However the third year placement has serious funding 
issues, which means that the CTPLD is isolated away from the main town centre, 
making access difficult for clients. Also there is a major lack of space, meaning that 
the one room available for therapy is unsuitable. This was brought home to me during 
a session with a man who had been sexually abused on several occasions. During the 
session I experienced counter - transferential feelings of anger and frustration. As the 
session went on I realised that the room had very thin walls and we could clearly hear 
other professionals moving around outside the therapy room. Also the room was for 
large meetings and had many chairs and a large table in it. I realised that this room 
was totally unsafe for this man to be disclosing anything sensitive particularly the 
material he was relaying to me. This lead me to amend my professional practice. It 
was evident that seeing clients for therapy in his room was disrespectful. In some
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ways I had been trying to make the best of an underfunded situation, however in doing 
so I had compromised the therapeutic frame severely. After discussion with my 
supervisor I arranged to try and see all clients in alternative settings. This in itself 
caused professional obstacles for example instead of the clients arriving for the 
therapy, it was me the therapist arriving to see the client. Thus it was likely that on 
occasion I might be late for a therapy session, and I would need to address the 
unconscious motives behind this if it occurred, rather than pondering on why the client 
was late for a session.
The social context also needs to be integrated into the therapeutic encounter. For 
example when working with people from different cultures and religions the impact of 
being a member of a minority community cannot be ignored in the therapy. As I have 
developed as a practitioner I have felt more confident to address any such issues. This 
is illustrated through my work with Yasem. He spoke about feeling rejected by people 
at his mosque, who found it difficult to understand his sexual offending, and to the 
impact that this had on his life. I felt confident using the ‘here and now’ to draw 
attention to the fact that we are not from the same ethnic or religious community and 
wondered how this impacted on his relating to me. He acknowledged that in some 
ways it was easier for him to speak to someone who is not member of his community, 
but that due to his religious beliefs he also sometimes found it difficult to relate to me 
as a female. The issue of gender was also a concern for me, in that I was aware that 
his offences had been against women, and sometimes felt vulnerable being alone in a 
room with him. For this reason I discussed with my supervisor procedures regarding 
safety within the team. Also, I felt aware that he may have thoughts about offending 
against me. This was a major issue in one session where I felt vulnerable, he was 
using quite aggressive language and I felt that he may be having thoughts about 
offending against me. My first thought was to directly address this in the therapy. 
However during the session I reflected on this using my metaphorical ‘internal’ 
supervisor’, and concluded that I did not feel confident that his level of cognitive 
intelligence would be able to conceptualise such a direct interpretation. I also thought 
that if I were to begin to make such a powerful intervention I would need to be very 
clear in my mind that it was phrased in a way that he would understand, and that it
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would be beneficial to him, and not just a means to me feeling less threatened. I 
decided therefore to address this in supervision. This also illustrates a major 
development in my practice. In the first year I would not have been able to undergo 
such complex negotiations with the use of my internal supervisor during a session. I 
may have been able to formulate and ruminate on approaches and dilemmas outside of 
the therapy, but to perform this complex task and still ‘be’ with the client is a skill that 
I have developed over the three years.
Another aspect of social context and also of the epistemological considerations 
involved in integrating theory research and practice, which impacts on my therapeutic 
practice when working with people with learning disabilities is that of ‘labelling’. As 
Chris Hatton (1998) points out, learning disabilities are socially constructed in the 
sense that, what this means, how it is measured and therefore who it includes has 
varied over time. Also, this label has negative implications that may stigmatise those 
who carry it. Some of the work of clinical psychologists is to measure intelligence, 
thus identifying an I.Q. Much emphasis can be placed on what a person’s I.Q. is. 
However defining clients as I.Q. numbers is not helpful for a therapeutic relationship, 
and does not sit comfortably with the epistemological underpinnings of counselling 
psychology, that is, an emphasis on the therapeutic relationship, and an attempt to 
move away form the medical model of diagnosis. For this reason I do not use client’s
I.Q. when writing reports of the therapy, choosing to use the terms mild moderate or 
profound to give an indication of the level of understanding a person may be likely to 
have.
The political issues which must be taken into account during therapy obviously vary 
widely, and this is an area that I feel I am just beginning to integrate into my practice. 
As mentioned earlier the political impact of finding within the NHS has a continuing 
impact on the therapy. Also within the context of the CTPLD, this has an impact on 
the clients that we can see. Thus if a client has an I.Q. of 70 we are not obliged to see 
them. However this means that many vulnerable people can slip through the net of 
services. For example I was referred a lady who had a high I.Q., in fact she had 
postgraduate qualifications. However she also had Aspergers Syndrome, which is a
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‘high’ functioning form of Autism. Thus people who have Aspergers although they 
may have a high I.Q. at the same time have immense difficulties with social 
ftinctioning and forming relationships. Her referral indicated that she had some 
symptoms of depression, which may have been linked to her social isolation. This 
example of clients who do not fit the referral criteria, yet are obviously vulnerable 
causes ethical dilemmas also, about whether to see a client such as this or to refer on 
to a CMHT whose criteria they are also unlikely to meet.
The political considerations which inevitably impact on the therapy were evident when 
Yasem described a series of racist attacks and abuse which happened in his childhood. 
These had an enormous impact on his sense of self, and his sense of powerlessness in 
society. The reality of living as a member of a minority community and the negative 
impact this can have throughout life could not be ignored within the therapy, 
particularly when as mentioned I was a therapist from the majority culture who had 
abused him.
Throughout my three years of training my supervision has been vital in my 
development as an integrative practitioner and in my evaluation of my therapeutic 
practice. There have been times when this has been difficult in that I have had 
supervision exclusively from clinical psychologists, whose training is different form 
that of counselling psychologists. Also currently my supervisor is primarily cognitive 
behavioural in approach, so formulation within supervision is primarily based around 
this model. This has highlighted for me how much psychoanalytic theory is ingrained 
in my conceptualisation and formulation of clients. Also it has provided me with 
insight into different professional approaches to working therapeutically. As I have 
developed in confidence as a professional I have learnt the importance of being able to 
say when I need extra support in supervision. Peer support and supervision is also 
invaluable to my practice. For example when working on a difficult session with 
Yasem as mentioned earlier, as my supervisor was not available I was able to ask a 
colleague, a newly qualified clinical psychologist, for some peer supervision. The 
purpose being to have a short period of time to reflect in confidence with this 
colleague about this difficult session and to share my feelings about this. Had I not
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been able to do this I may have had to go home for the weekend still feeling as though 
I was containing anxiety from the session.
Finally a vital component of being an integrative practitioner involves being able to 
evaluate therapeutic practice. As mentioned earlier, supervision is a helpful arena for 
this task. The difficulty in evaluating therapeutic work with people with learning 
disabilities is an issue that is discussed frequently within our psychology learning 
disability meetings at the CTPLD where I work. Currently the main method of doing 
this is interviewing key staff and carers before and after the therapy. Obviously the 
clients are also asked for their qualitative evaluation of the service at the beginning, 
end, and during the therapy. However this is an area that we are striving to develop 
within the department, and I am currently constructing a pilot pre and post therapy 
questionnaire to be completed by the service users.
This overview has attempted to illustrate my evolution as a therapist and my growing 
ability to integrate theory research and practice into my work. Writing this piece has 
been enlightening for me as a practitioner, as it has afforded me the opportunity to 
reflect at length on my therapeutic identity and also on my aims for development post 
qualification.
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Introduction to Research Dossier
Three research reports are included in this dossier, one from each year of the PsychD 
course. These constitute a single research programme which investigated aspects of 
psychotherapy with people with learning disabilities in relation to counselling 
psychology. The initial research paper reviewed the current literature on this area. 
The second research project explored the views of people with learning disabilities on 
a psychotherapeutic service they had received, and reflected upon the challenges of 
this research process. The final research project looked at psychologists’ views and 
experiences of the working alliance when working with people with learning 
disabilities.
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Abstract
This paper reviews the literature published, which addresses issues in learning 
disability and psychotherapy. Literature examining the history of the 
psychotherapeutic needs of this population being ignored is outlined first. From this 
point research regarding relevance, process, and effectiveness are explored, 
highlighting the fact that with this being such a new field there are currently no set 
psychological models, which have been shown to be most effective. It is proposed 
that the small amount of literature in this area seems to suggest that a flexible and 
integrative approach is required and the potential for counselling psychologists to 
fulfil this role is emphasised. The implications for the profession of counselling 
psychology are then examined. Ideas for further research are proposed, concluding 
with suggestions regarding the opportunities for counselling psychologists to 
contribute to this field.
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PSYCHOTHERAPY WITH ADULTS WITH LEARNING DISABILITIES: A 
CRITICAL REVIEW OF PROCESSES IN RELATION TO COUNSELLING
PSYCHOLOGY
INTRODUCTION
Counselling Psychology is a relatively young profession in the United Kingdom and 
the definitions and boundaries of the client groups that may be worked with are being 
redefined as the profession grows. Traditionally counselling psychologists have not 
worked with people with learning difficulties. The term Teaming disability’ may be 
defined in simple terms, as consisting of three main components. Firstly an IQ below 
seventy. Secondly a lacking in social competence, and thirdly an appearance of these 
traits before the age of eighteen (Grossman 1983). According to Hollins et al. (1994) 
there are 300 000 people UK with an organically caused learning disability that affects 
their ability to have an independent life. Added to this are over one million adults and 
children who have a learning disability which is not caused by brain damage or 
chromosomal abnormality (Hollins et al., 1994). Thus, this is a potentially large client 
group for counselling psychologists to work with. One of the main factors influencing 
the exclusion of people with learning disabilities from the counselling psychologists’ 
caseload, may be the dominance of the medical model and the behavioural approach to 
interventions within this field. Indeed psychotherapy as a whole is only recently 
becoming widely available to this client group. For this reason there is a distinct lack 
of empirical research in this area.
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To explore the processes involved in working as a counselling psychologist with this 
group of people it is clearest perhaps, to review the background to the current interest 
in psychotherapeutic work with people with learning disabilities. To maintain clarity 
in this review, psychotherapy with people with learning disabilities will refer only to 
individual psychotherapeutic work with adults. Group work, family work and work 
with children may be considered to be outside the boundaries of this discussion. As 
Beail and Warden (1996) point out the literature regarding people with learning 
disabilities and psychotherapy has moved on from relevance, to equity, to 
effectiveness. Therefore for the purpose of this critical review the literature 
contributing to the psychotherapeutic needs of this population being ignored, or 
‘therapeutic disdain’ (Beail, 1998), will be outlined first. From this point research 
regarding relevance, process, and effectiveness will be explored in turn. This will 
highlight the fact that with this being such a new field there are currently no set 
psychological models which have been shown to be most effective. The small amount 
of literature in this area seems to suggest that a flexible and integrative approach is 
required. Throughout this review the potential for counselling psychologists to meet 
this need will be emphasised. In particular their ability to draw on a broad variety of 
psychological models in their practice will be stressed. The implications for the 
profession of counselling psychology will then be examined. It will be hypothesised 
that the profession has the potential to have an impact in the development of high 
quality psychotherapeutic services to this client group. Ideas for further research may 
then be put forward, concluding with suggestions regarding the opportunities for 
counselling psychologists to contribute to this field.
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THERAPEUTIC DISDAIN
People with learning disabilities have, throughout history been the victims of prejudice 
and oppression. For the last century they have traditionally been ‘housed’ in large 
Victorian style institutions. This has enabled them to be ‘out of sight, out of mind’, 
away from ‘normal’ society. Therefore the view that this client group were untreatable 
and needed to be locked away from the rest of the population, was reflected in the fact 
that psychotherapists excluded them from their case loads. Bugener & McCormack 
(1994) state that although there is a wealth of psychotherapeutic literature, it would 
not be an exaggeration to suggest that people with learning disabilities have been 
largely ignored by this field. The origins of this exclusion could be attributed in part 
to Freud (1904) himself who stated that patients without a degree of education should 
be refused. Indeed the assumption that in order to benefit from psychotherapy clients 
should possess a certain amount of intelligence still abounds even today.
Psychological interventions with this client group became focused on behavioural or 
medical approaches. This remains the case, and the literature reviewing treatment for 
people with learning disabilities remains largely behavioural (Holland & Murphy, 
1990, Scotti et al., 1991). Often services for this client group are understaffed and 
underfunded. Thus the waiting lists tend to be long and the psychologists are under 
pressure to provide as an efficient a service as possible. Service users who tend to be 
seen most urgently are those who are challenging the services. In other words those
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people who are putting themselves, their peers, or their relatives or carers at risk. This 
‘challenging behaviour’ may take the form of serious self injury, aggression, or 
inappropriate sexual behaviours. Naturally for these kinds of issues immediate 
interventions are required. The behavioural approach provides a problem focused 
quickly implementable solution. Furthermore staff/relatives can be trained by the 
psychologist to record behaviours and to cany out behavioural programmes. It is 
obvious that this approach has clear benefits. However Scotti et al. (1991) point out 
that only 44 out of 398 behavioural studies that they reviewed were highly effective. 
Perhaps it may be argued that these approaches although treating the immediate 
behavioural difficulties, fail to tackle the underlying reasons that lie behind them. 
Hence a person may find themselves being re - referred for psychological input 
because they resort to similar coping patterns of challenging behaviours every time 
they find themselves in stressful situations/environments. As Waitman (1992) points 
out the traditional behavioural approaches may not offer insight into the cause of the 
behaviour, thus no growth or developments occurs. This, Waitman observes, ensures 
that the needs of the service providers are being met, in that undesirable challenging 
behaviours are reduced in the short term. However the needs of the service users are 
ignored. Sinason (1988) suggest that psychotherapists have a more difficult, 
unconscious reason for avoiding work with this client group. She argues that 
psychotherapists rationalise that people with learning disabilities do not respond to 
treatment because therapists’ unconsciously have a fear of sexuality in relation to 
disability.
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RELEVANCE
The practice of ignoring or avoiding psychotherapy with people with learning 
disabilities began to change following the arrival of a major philosophical rethink 
regarding learning disabilities as a whole. In 1972 Wolfensberger first put forward the 
notion of ‘Normalisation’. Wolfensberger (1972) essentially argued that people with 
learning disabilities have the right to the opportunity to lead as ‘normal’ and socially 
valued a life as the rest of the population. Furthermore, that they have a right to the 
same sort of services within the community as everyone else. As these new ideas took 
hold, the old style institutions were gradually closed down and with the concept of 
‘community care’ services for this client group moved into the community. Thus in 
the 1990’s the majority of people with learning disabilities live in the community 
either in supported housing, independently or with relatives. Services for this 
population are now community based.
There are many persuasive arguments as to why this group warrant targeting for 
psychotherapeutic intervention, Beail (1996) stresses that they may be more likely to 
have psychological difficulties than people without a learning disability. Furthermore 
recent research has shown that people with learning disabilities are particularly 
vulnerable to sexual abuse (Turk & Brown, 1993). Some authors point out the fact 
that psychotherapy has excused it’s lack of input for this group because there seems to 
be an assumption that lower intelligence renders the individual emotionally crippled 
(e.g. Brandon, 1989). In other words it seems to have been taken for granted that 
people with below average I.Q.’s do not have feelings, or that their feelings are 
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‘handicapped’ too. However a handicap may be viewed not as an internal problem but 
as a ‘between persons’ difficulty. McCormack (1991) expands on this by pointing out 
that learning disability is a difficulty in communication which occurs between the 
disabled person and their non disabled counterpart. Sinason (1988) stresses that 
people with learning disabilities have an unconscious as well as a conscious world.
Following the introduction of the principles of normalisation, the early 1980’s saw the 
setting up of the ‘Mental Handicap Workshop’ at the Tavistock Clinic. This 
pinpointed the start of a growing psychotherapeutic interest in working with people 
with learning disabilities. Also, at this time one of the first case reports of individual 
psychoanalytic psychotherapy was published by Symington (1981). Although this was 
just a single case study and therefore could not be held up as a model for 
psychotherapeutic research into this field, it did provide a starting point and began 
addressing issues such as disabled identity. Sinason (1992) published an account of 
her psychoanalytic work with individuals with, in some instances, quite profound 
levels of disability, illustrating the view that language is not the main component to a 
successful therapeutic encounter. Communication may occur on more than one level, 
we relate in many domains not merely the verbal. As Bungener and McCormack point 
out (1994) psychotherapy is not only about speech and verbal communication. This 
seems to enforce the point that it is the quality of the therapeutic relationship or 
working alliance which facilitates emotional gain. Once it had been established that 
people with learning disabilities could make use of psychotherapy the literature turned 
to the tasks of equity and process.
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PROCESS
Before reviewing the literature on the process of psychotherapy with people with 
learning disabilities it should be pointed out that there are no detailed manuals 
outlining the most effective psychotherapeutic approaches for various difficulties 
presented with this client group. Thus it remains difficult to ascertain the actual 
therapeutic processes involved in this work, particularly regarding counselling 
psychology. Psychotherapy text books even mentioning this group of people are few 
and far between. Waitman (1992) argues that this may be aggravated, with 
psychoanalytic approaches, because most training insists on a rigidly theoretical 
application in practise. Working with this client group may involve a certain degree of 
flexibility in technique and require the therapist to be confident enough to adapt the 
approach if needed. With their extensive training in a variety of psychotherapeutic 
models, counselling psychologists may be considered ideal for this role. The main 
themes which are discussed in the small amount of literature regarding the process of 
therapy with people with learning disabilities, are that of practical issues concerned 
with the start of therapy, secondary handicap, transference, and counter - transference. 
It may be clearest to review each of these themes in turn and to critically evaluate the 
skills that counselling psychologists may bring to these.
As a counselling psychologist working with this client group it would be essential at 
the start of therapy to consider the main practical issues which may differ from other 
client groups. Bates (1992) stresses that the primary goal in therapy is engagement. 
People with learning disabilities often come into contact with numerous professional
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throughout their lives. There may be a stream of changing faces as staff turn over in 
this field is high. Furthermore in their paper examining attachment in people with 
learning disabilities Clegg and Lansdall - Welfare (1995) suggest that this group find 
forming relationships particularly difficult. This, they point out, is exacerbated by the 
difficulties people with learning disabilities encounter in parent infant bonding. Thus 
Bates (1992) argues that the aim of the therapy should be to allow the client space to 
accept the therapist as a person who is prepared to give time regardless of how they 
behave. A criticism of this work is that Bates (1992) suggests a frequency of sessions 
as every four weeks or every two weeks. This it seems is not ideal for any therapeutic 
work. Whilst it must be acknowledged that this could be due to the therapists heavy 
caseload, it would by very difficult to maintain a therapeutic relationship when 
meeting so infrequently. Particularly for someone with a learning difficulty it may be 
hard to remember what had been discussed a few weeks previously, consequently 
Bates (1992) admits that some clients have to restart at almost every session because 
they cannot hold the relationship between sessions. It is vital to consider the fact that 
many people with learning difficulties may require support in order to attend the 
sessions. They may need a care worker to accompany them to the session. Having 
this person sitting outside of the session room may make it difficult for the client to 
accept that confidentiality is being maintained. Bates (1992) suggests that it may be 
acceptable in some instances to work with the client in the presence of others. 
However this seems to contradict the view outlined earlier that language is not the be 
all and end all of therapy. Furthermore it may be criticised as being devaluing to the 
client as assuming that they have no voice, or that they need to be ‘told what to say’. 
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It seems that the therapeutic relationship would be hard to build on this basis. Bates 
(1992) also points out that for each client their abilities must be ascertained and then 
the therapist and client can begin to develop their own style of communication. She 
warns that the therapist needs to be aware that the client may have difficulty with 
concentration. For a person with a learning disability focusing on difficult issues 
without a break for fifty minutes may be a new and exhausting experience. Thus 
Bates (1992) suggests that concentration may be assisted by the therapist using 
repetition and continually bringing the client back to the point, if they do seem to be 
losing their concentration. Bungener and McCormack (1994) also refer to the concept 
of time. As many people with learning difficulties find it hard to grasp a sense of 
time, they warn that termination of therapy should be planned well in advance. 
Although the literature studied for this review did not pick up on this it may be 
worthwhile for the therapist to ascertain whether their client can tell the time. It would 
be of no use to merely ensure that the client had a clock in full view during the therapy 
if they had no idea how to tell when their fifty niinutes was drawing to a close. Many 
people with learning disabilities may have memory problems therefore Beail (1998) 
suggests any lengthy and/or complex interpretations should be delivered gradually and 
built up as the client shows understanding of the content. The two main languages 
difficulties which Bates (1992) suggests need to be taken into account from the start, 
are firstly the tendency to give expected answers, which can be checked for by 
rephrasing . Secondly comprehension may cause misunderstandings. Bates (1992) 
warns that often expressive language may seem good, but that abstract reasoning and 
ability are very difficult to address. This can result in the client appearing to be failing 
Words = 322
75
to live up to their potential whilst they are in fact performing at their optimum level. 
One major skill which Bates (1992) employs which may assist in comprehension and 
in conceptualising feelings, is that of visual imagery. For example, she uses in her 
work the image of a person driving a bus, with the bus representing their feelings. The 
client can be supported to think of themselves as the driver of the bus, with the aim 
being that his may assist them to realise that they do have some control over how the 
bus is driven. This use of visual imagery would seem to be a very useful tool for 
counselling psychologists to employ, as it can be adapted for many different situations.
Throughout the literature exploring this area it is stressed that supportive supervision 
is essential (e.g., Hollins, 1994, Waitman, 1992). As regards to ending sessions Bates 
(1992) suggests these should be finished on a cheerful note in order that the parting is 
amicable. This seems patronising to the clients with whom she works. Furthermore, 
it could be argued that this attitude says more about the authors’ defences than about 
the therapy. Bungener and McCormack (1994) refer to the handicapped smile, a 
uniform worn by many people with learning disabilities. This disguises the underlying 
sense of sadness and anger that they feel regarding their ‘handicap’. This also serves 
to make their plight easier to bear by the rest of society. People without learning 
disabilities do not feel comfortable seeing a person with a learning disability looking 
sad. This uncomfortable feeling is defended against by staff working with this group 
by their maintaining a ‘jokey’ cheerful stance to defend against the feelings that 
disabilities arouse. It seems that Bates (1992) may be colluding with this handicapped
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smile by attempting to end the sessions on a happy note. Issues addressed in therapy 
are painfiil and uncomfortable and it seems unwise to try and pretend otherwise.
A major theme covered by the literature is that of secondary handicap. McCormack 
(1991) describes this as everything which is added to the primary handicap by the 
individual family and wider environment in their responses to the meaning of that 
handicap. This term seems to have been used mainly by Sinason (1992), and has 
become recognised as a central issue in the psyche of people with learning disabilities. 
McCormack (1991) acknowledges the importance of this topic and stresses the 
importance of addressing the issue of disability in relation to identity. Sinason (1991) 
explains that the primary handicap is that which is the ‘organic deficit’ which is a 
fixed entity. The secondary handicap may be viewed as an extension of the original 
handicap. Primarily it is seen as a defence. It is not fixed and can be divided into 
three. Firstly, the mild secondary handicap, which is where the person with a learning 
disability exaggerates this disability in order to make themselves as inoffensive as 
possible (Sinason 1992). This is illustrated by the handicapped smile as outlined 
earlier. Secondly the opportunistic secondary handicap is where the learning disability 
is a focus for other disturbances or emotional difficulties which the individual has. 
This may include an envy of normality, or a refusal to mourn the loss of the healthy 
self. Thirdly the secondary handicap could be defences against trauma or abuse. That 
is the client finds any memories of trauma or abuse too difficult to cope with so they 
retreat into their most handicapped helpless self, someone who cannot know about or 
understand such horrific thoughts/memories.
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The next major theme identified in the literature as being central to psychotherapy in 
this field is that of transference. Obviously this is a phenomenon that counselling 
psychologists are familiar with working with. It might be assumed that this concept 
would be difficult to introduce whilst working with adults with learning disabilities. 
However Brandon (1990) states that in his experience it is not difficult to facilitate 
transference. In contrast, Bicknell (1994) in her chapter entitled “The Inner world of 
people with mental retardation” was more cautious and stressed that many people with 
learning disability are unable to grasp the ‘as i f  concept inherent in understanding 
transferential feedback. Perhaps the main hurdle involved in using transference within 
this field is the fact that the client, due to a lack of status in the rest of their lives, may 
experience the therapist as all powerful. Therefore for fear of being rejected may be 
very compliant in the therapy. Bungener and McCormack (1994) warn that this may 
result in a dependant therapeutic relationship developing, leading to a ‘neutralised’ 
patient. “It can feel safer to fit in when what you represent to others is unwanted 
difference and damage” (Bungener & McCormack, 1994, p.377). However the 
authors do not suggest ways in which this problem can be alleviated. They do 
however explain that this can lead to ‘a handing over of thinking’ by the client to the 
therapist. This may be dealt with by ‘handing back’ this responsibility by providing 
space for the client to think and so develop self belief. The issue of transference has 
been explored in a multitude of fashions within the psychotherapeutic literature, 
however in this field it seems ideas seem underdeveloped.
As with transference the literature concerning counter-transference issues arising when
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working in this field is scarce. As counselling psychologists it is vital to be aware of 
the feelings that people with learning disabilities may be evoking within us. “People 
with handicaps are easy recipients of our projected deficiencies which can then be 
safely hated and despised in them” McCormack (1991, p.59). Bungener and 
McCormack (1994) pay particular attention to this in their work, stressing that this is a 
major therapeutic tool when working psychotherapeutically with people who are non 
verbal and have profound disabilities. They identify two main common counter­
transference issues in this field. The first is when the therapist begins to feel drowsy 
and unable to think. In their view this occurs when the client is experiencing 
something unbearable. This becomes too much to bear and both therapist and client 
begin to ‘shut down’ their thinking processes as a defence. Secondly due to the 
obvious difference between client and therapist feelings of guilt, pity and contempt 
can arise. Symington (1992) illustrates this by revealing that he and his colleagues had 
realised there were subtle changes in their therapy with non learning disabled clients 
from the learning disabled ones. For example there was slightly less stringency 
regarding time, and therapists admitted that when they were brutally honest they did 
not take as much care over their appearance when working with this group. The 
underlying devaluing assumption that they were making was that their clients with 
learning disabilities would not mind or notice. Symington (1992) does not at this 
point mention the importance that supervision and personal therapy can play in 
relation to this issue. The realisation that one harbours feelings such as contempt and 
even repulsion towards the very clients whom one is supposedly working altruistically
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with may be extremely disturbing. The ability to self-monitor and address such 
uncomfortable sides of our working practise is part of training in counselling 
psychology. Indeed the requirements that all counselling psychologists must have 
personal therapy in order to qualify may be particularly useful in dealing with such 
counter-transferential issues. This also illustrates the need for ongoing supportive 
supervision when working in this area.
EFFECTIVENESS
The major criticism of all the processes discussed thus far is that they have not yet 
been extensively empirically validated. Counselling psychologists have the research 
skills to change this situation. If the literature regarding the process of psychotherapy 
with people with learning disabilities is scarce, the literature in this area regarding 
outcome may be described as almost non-existent. This short-falling has been 
highlighted by Beail (1996) who has begun to try and bridge this gap. In his research 
showing his preliminary findings of the effects of psychodynamic psychotherapy 
involving adults with intellectual disabilities Beail (1996) worked with people who 
had difficulties with aggressive behaviour, sexually inappropriate behaviour and 
psychotic behaviour. His results suggested that this intervention helped to reduce 
psychological symptoms and to increase self esteem. However the sample size of ten 
clients was, as Beail (1996) admits, very small. He employed the SCL - 90R 
(Deogatis, 1983) to measure outcome which is intended for use for a population 
without a learning disability. However it must be acknowledged that there are as yet 
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no standardised scales to measure outcome in psychotherapy for people with learning 
disability. Those that are self reporting require at least average reading ability. It 
seems that for research into outcome of therapy within this field to advance the 
development of specialised outcome measures is paramount. In his research into 
psycho - analytic psychotherapy with men with intellectual disabilities Beail (1998) 
offered once weekly sessions to men referred for aggression, offending and other 
behavioural problems. The results of this study found that “in most cases the problem 
behaviour was eliminated and this was maintained at six months after termination” 
(Beail, 1998). As Beail (1998) stresses, there are currently very few outcome studies 
of this nature to compare his results with, however they do suggest that this is a 
potentially very effective intervention. Once again his sample size was small, being 
twenty. This time he measured the outcome by using information on the frequency of 
behaviours, obtained from relatives/carers (Rutter & Brown, 1966). Once again this 
was not a measure developed for people with learning disabilities. A major short- 
falling of both of these studies is that the clients views are not used in measuring the 
outcome. If clients can be supported to examine their inner most thoughts and 
difficulties in therapy it seems hard to believe that they cannot also be supported to 
address their satisfaction with this therapy. Furthermore as many people with learning 
disabilities do not have many opportunities to be part of an ongoing one to one 
relationship with someone treating them as far as possible as an equal, it seems that 
the glaring questions are, ‘what are their views on this T  ‘How did it feel for them?’ 
As service users are being encouraged to be selective and demand the services they 
feel they need, it would be in the interest of counselling psychologists to offer a 
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service which people with learning disabilities find accessible and useful. The amount 
of research into the outcome of psychotherapy with this client group is obviously in 
need of development.
IMPLICATIONS FOR THE PROFESSION OF COUNSELLING 
PSYCHOLOGY
As has been illustrated people with learning disabilities have the potential to gain a 
great deal from psychotherapeutic interventions. There is currently a growing interest 
particularly amongst clinical psychologists in developing this field. Special interest 
groups such as The Northern Association for Psychotherapies in Learning Disability 
indicate that professionals are keen to expand their expertise in this area. In their 
report on the conference of the Northern Association for Psychotherapies in Learning 
Disability, Mosley & Newman (1997) comment on the range of professionals in 
attendance, mentioning, clinical psychologists, nurses, psychiatrists and counsellors. 
Counselling psychologists were noticeably absent. Perhaps this may be accounted for 
by the relatively small number of qualified counselling psychologists. Also currently 
the majority of counselling psychologists in the UK do not work with this client group. 
This may paitly be because professional training seems to largely overlook this field of 
work. Perhaps this area is viewed as traditionally the exclusive domain of clinical 
psychologists, because of the historical emphasis on behavioural approaches, the 
medical model and psychometric assessment. However as has been outlined this 
emphasis is changing and counselling psychologists may have much to offer in this 
new climate. Services for people with learning difficulties tend to be over - stretched. 
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Thus clinical psychologists are under ever increasing pressure to provide an efficient 
intervention to those people who are most challenging to the service. Thus perhaps 
counselling psychologists may be seen as having a complimentary contribution to 
make. Whilst clinical psychologists can concentrate on offering crisis interventions 
and psychometric assessments, their counselling psychologist colleagues can provide a 
comprehensive psychotherapeutic service. This may also involve the counselling 
psychologist offering a service to those people who are not on the top of the waiting 
list as they are not yet being ‘challenging’ or a threat to themselves or others. These 
types of service users may tend to be overlooked as their difficulties may involve less 
‘urgent’ issues such as bereavement, sexuality issues, and depression. If these issues 
are dealt with at an early stage this may have a preventative effect, so they are not left 
‘festering’ until they manifest themselves in a manner that does challenge the service. 
Counselling psychologists’ extensive training in a variety of therapeutic techniques 
may render them more appropriate for this kind of work than a counsellor. As stated 
by Beail (1998) there are a lack of texts and guidelines for working 
psychotherapeutically in this area thus, there is the opportunity for counselling 
psychologists to be involved in developing academic/professional manuals for 
professionals wishing to work in this manner with this client group. The adaptation of 
psychological models to work within this field may also be beneficial. 
Psychotherapeutic models concentrated on in the literature in this field seem to be 
mainly psychodynamic. The potential for other psychotherapeutic approaches such as 
the Humanistic or Existential models appears to have been overlooked. Furthermore, 
as pointed out by Beail (1998), research published which looks at the effectiveness of 
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psychotherapeutic interventions in this field is scarce. Issues such as outcome 
measures for psychotherapy with this client group, user satisfaction and the general 
views of people with learning disabilities about this service need to be researched. 
Counselling psychologists have the training to carry out such research, and the 
potential to be at the forefront of progress in psychotherapeutic work with people with 
learning difficulties.
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PSYCHOTHERAPY WITH PEOPLE WITH LEARNING DISABILITIES: 
RESULTS OF A STUDY OF SERVICE USERS' VIEWS AND 
REFLECTIONS ON A CHALLENGING RESEARCH PROCESS
ABSTRACT
People with leaning disabilities are beginning to have access to psychotherapeutic 
services in the community. Whilst there is some research examining the 
effectiveness and outcome of such services there has been little attention given to 
the service users’ views and experiences of such services. In order that such 
services develop and adapt, the views of people with learning disabilities’ 
reflections on their therapy are vital. In order to address this issue seven adults 
with learning disabilities from London were interviewed to ascertain their views of 
a psychotherapeutic service they had received. Results indicate that this client 
group did find their therapy valuable and had some insight in to the concept of the 
therapeutic relationship. The particular challenges of accurately evaluating the 
opinions of this client group are reflected on, and implications for therapeutic 
practice in this field discussed.
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INTRODUCTION
The term Teaming disability’ may be defined in simple terms, as consisting of three 
main components: firstly an IQ below seventy, secondly a lack of social 
competence, and thirdly an appearance of these traits before the age of eighteen 
(Grossman, 1983). The Weschler Adult Intelligence Scale (Weschler, 1981) 
defines those people with an I.Q. of fifty to sixty, as having a severe learning 
disability, those with sixty to seventy as moderately learning disabled, and those 
with a seventy to eighty I.Q. as borderline or mildly learning disabled. The range 
and diversity of difficulties that may result from a learning disability are immense, 
and may include problems with language, communication, sensory impairments, 
stereotypic behaviours, and challenging behaviours.
Counselling psychologists and other therapeutic practitioners’ have traditionally not 
worked with people with learning disabilities. However there are many persuasive 
arguments as to why this group warrants targeting for psychotherapeutic 
intervention. People with learning disabilities have historically been the victims of 
prejudice and oppression, and are still likely to experience a number of negative 
social attitudes including stigmatisation, infantilisation and labelling (Reiss & 
Benson, 1982). Also, they are more likely to experience psychological and 
emotional difficulties than people without a learning disability (Reiss et al., 1982). 
This may be explained by difficulties adjusting to challenging life events such as 
bereavements and transitions. As Wadsworth and Harper (1991) point out, people 
with learning disabilities often experience a number of losses in rapid succession, 
such as death or break up of a family followed by a dramatic life change such as
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admission into residential care. The fact that people with learning disabilities may 
have less choice and control over their lives and be less skilled at communicating 
their distress, may compound these difficulties. O’Hara and Sperlinger (1997) state 
that this client group is particularly at risk of developing a mental illness, with the 
prevalence rate being estimated as high as 50 %. Furthermore recent research has 
shown that people with learning disabilities are particularly vulnerable to sexual 
abuse (Turk & Brown, 1993).
One of the main factors influencing the exclusion of people with learning 
disabilities from the therapeutic practitioners’ caseload, may be the dominance of 
the medical model and the behavioural approach to interventions within this field. 
Bugner and McCormack (1994) argue that, over the history of psychoanalysis and 
psychotherapy people with a learning disability have rarely been considered eligible 
for therapeutic intervention. There is a wealth of psychotherapeutic literature: 
however it would not be an exaggeration to suggest that people with learning 
disabilities have been largely ignored by this field. The origins of this exclusion 
could be attributed in part to Freud (1904) who stated that ‘patients’ who did not 
have a reliable character and a certain degree of education should be refused. Many 
authors point out that psychotherapy has excused its lack of input for this group 
because there seems to be an assumption that individuals with less than average 
intelligence are somehow emotionally ‘crippled’ (e.g. Brandon, 1989). In other 
words it seems to have been taken for granted that people with below average I.Q.s 
do not have feelings, or that their feelings are ‘handicapped’ too. Sinason (1986)
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stresses that people with learning disabilities have an unconscious world as well as 
a conscious one, and therefore need just as much access to psychotherapy as others.
If the literature regarding the process of psychotherapy with people with learning 
disabilities is scarce, the literature in this area regarding outcome may be described 
as almost non-existent. Beail (1998) highlighted this shortcoming, and has begun 
to try and bridge this gap. In studies concerning the outcome of psychodynamic 
psychotherapy involving adults with intellectual disabilities, (Beail, 1998; Beail & 
Warden, 1996) results suggested that this intervention helped to reduce 
psychological symptoms and to decrease problem behaviours. However, these 
measurement outcomes have concentrated on recording behaviour frequency and 
the views of cares and relatives. In order to begin to develop new psychological 
frameworks and models in this field the service users’ views must be paramount. If 
clients can be supported to examine their innermost thoughts and difficulties in 
therapy it seems hard to believe that they camiot also be supported to address their 
satisfaction with this therapy.
It has been noted that service - users’ views have been relatively neglected in 
assessing services (Emerson & Hatton, 1994). This shortcoming has been 
highlighted and sendee - users’ views are now seen as more central in issues of 
service quality (Flynn, 1998). Recent research has supported the view that people 
with mild and moderate learning disabilities can show high levels of consistency in 
their reports about their feelings and emotions (Lindsay et al., 1994). It is proposed 
that evaluating the views of service users regarding a psychotherapy service may
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form a basis for making recommendations for therapeutic practice in this field. As 
serviee users are being encouraged to be selective and demand the services they feel 
they need, it would be in the interest of therapeutie praetitioners to offer a service 
which people with learning disabilities find accessible and useful.
This research may be considered to be an evaluation of a partieular service, 
particularly as there are no established psyehologieal frameworks within whieh this 
study can obviously be located. However the relevant and appropriate 
psyehologieal coneepts from eounselling psychology will be used to inform the 
analysis of the data. One psyehologieal framework, whieh may of use in the 
eonceptualisation of this study, is that of the ‘psyehotherapeutie relationship’ 
(Clarkson, 1994). Clarkson suggests that there are five dimensions to the 
psychotherapeutic relationship, the therapeutic, the transferential / counter - 
transferential, the reparative / developmentally needed, the I - you, and the 
transpersonal. These dimensions are said to assume differing importanee at 
different times in the therapy. Bates (1992) stresses that the primary goal in therapy 
is engagement. As Bungener and McCormaek (1994) point out, psyehotherapeutie 
processes are not solely about speaking. This indieates that it is the quality of the 
therapeutie relationship, whieh faeilitates emotional gain. Thus it may be 
benefieial to look for evidence of aspects of the psyehotherapeutie relationship 
from the service users’ views of their therapeutic experience.
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RESEARCH AIMS AND RESEARCH QUESTIONS
The aims of this researeh are primarily to aseertain the users’ views of a 
psychotherapeutic service they have reeeived, the goal being to use this information 
to make suggestions for working psyehotherapeutically within this field. Thus the 
researeh questions are: what are the service users’ views /experiences of a 
psyehotherapeutie serviee? How ean these views be used to help shape future 
services and develop new models for practitioners working psychotherapeutieally 
within this field?
METHOD
Participants
The partieipants in this study were adults with learning disabilities, who were 
referred for long term psychotherapeutic psychotherapy, within a Community Team 
for People with Learning Disabilities (CTPLD), in London. These people were all 
referred initially to the Clinieal Psyehologist in the CTPLD by a range of 
professionals, i.e. Psyehiatrists, Day Centre managers and Residential Soeial 
Workers. The Clinical Psychologist then referred them for long term 
psyehotherapeutie intervention, to three psyehotherapists working as part of the 
team. The reasons that the partieipants were referred to a therapist were 
multifaeeted in most cases, and included; sexual issues (ineluding abuse), 
bereavement, depression, transition, anger management, and issues around the loss 
of custody of children. The most frequently cited reason for referral was some kind 
of sexual issue. The least amount of sessions that a partieipant had attended was 
one, and the most was thirty. The service users varied eonsiderably in their levels
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of ability. For the purpose of this study any serviee users who wished to participate 
regardless of cognitive ability or reason for referral were included.
The sample eonsisted of five men and two women. A further female partieipant 
had to be excluded from the study. She spoke Punjabi, and her translator was 
unavailable for the interview session. One participant was Asian, and the 
remainder were British. It must be aeknowledged that this does not refleet the 
population within whieh the service is loeated, of which 25 % is from an ethnic 
minority (Osman, 1996). The mean age was 37.4 (range 27 - 47, SD = 7.2 ). Four 
of the partieipants lived in a supported group home in the eommunity. Two lived 
with their partners, and one lived with his parents. The two women were both 
divorced, and presently in long term relationships, one with a woman and the other 
with a man. Both women also had children, one had eight ehildren and the other 
had one child. Currently neither of these women had eustody of their children. The 
men in the study all had a ‘moderate’ learning disability, and the women had a 
‘mild to moderate’ learning disability (see Introduetion for an explanation of these 
definitions).
Procedure
Two psyehotherapists, who were in their final year of training for acereditation with 
the United Kingdom Charter of Psyehotherapists (UKCP), providing the 
psychotherapeutic service were informed by letter that this study was taking place, 
and of the basic form that the study would take. They were also assured that results 
would be aggregated and anonymised, so that individual praetitioners would not be
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identified through the participants’ replies (see Appendix I). The third 
psychotherapist had left the service before the study took place, therefore he was 
not eontacted. However participants who had seen him for therapy did take part in 
the research.
The support of key workers played a major part in the beginning stages of this 
study. A keyworker may be a professional working where the partieipant lives, or 
at the day eentre that the individual attends. In order to reeruit partieipants to this 
study the key worker of every person who had been referred for therapy was sent a 
letter explaining the study and asking if their key client would be willing to assist. 
In total, letters were sent out to twenty keyworkers. The key workers were then 
asked to inform the researeher if their key elient would be interested in participating 
in the study. If this was the case then a letter was sent to the client explaining the 
research in brief. As not all service users were able to read or may have had 
difficulties understanding everything in this letter, a eopy of the same letter was 
sent to the key worker. It was pointed out that the service user may need assistanee 
in reading this letter and that they may wish to discuss the possibility of 
participating in the study with their key worker (see Appendiees II and III). If the 
serviee user then indicated that they would like to participate in the study the 
keyworker eontaeted the researeher, and a meeting was agreed. It must be 
acknowledged that obtaining informed consent from service users with learning 
disabilities was espeeially challenging. In order to ensure that this was adhered to, 
the researcher raised this issue with the elient before the interview took plaee. In 
this way an explanation of what the research entailed was tailored to each
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individual client’s abilities. This diseussion was taped and transeribed, separately 
from the research interview. The partieipants’ understanding of issues of eonsent is 
available for scrutiny. If the partieipant expressed any doubts, or there was any 
concern as to their understanding of eonsent, the interview would not have taken 
place. This did not occur. The areas covered in this initial eonsent discussion are 
outlined in Appendix IV.
Where possible a neutral place, sueh as a day centre, was used for the researeh 
interview. However, this was not always possible, and in the end, of the seven 
participants, two were interviewed at their day centre, and the remainders were 
interviewed at home. The interview followed an interview guide as opposed to an 
interview schedule, the reasoning being that as there was a diversity in the level of 
verbal ability between the participants, some needed more assistanee than others. 
For this reason a flexible approach was adopted in order that the interviewer eould 
tailor each interview to the ability of the participant, the aim being to facilitate an in 
depth exploration of the service user’s experience of therapy with a foeus on the 
therapeutic relationship. As this elient group has been shown to be more 
suseeptible to aequieseenee and suggestibility than other people (e.g. Sigelman et 
al., 1981), the researeher was vigilant in using open-ended questions, and avoiding 
leading questions. The interviews lasted no more than half an hour. The researcher 
used diseretion to ascertain whether the partieipant was losing concentration, as 
some service users found this too long a time to be attending to the best of their 
ability. Researeh questions were aimed at ascertaining participant’s understanding 
of aspects of the therapeutic relationship. The following areas were addressed;
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‘frame issues’ (frequency and length of therapy), the clients’ understanding of why 
they were engaging in the therapy, the ‘best’ and ‘worst’ things about the therapy, 
and understanding of eonfidentiality (see Appendix V). The interviews were tape 
recorded and then transcribed.
Two of the participants were interviewed with their keyworker present. In both 
eases this was beeause the keyworker had stated that the partieipant had speeeh 
which was difficult to comprehend, and that they found it diffieult to understand the 
speeeh of unfamiliar people. Thus the researcher decided that the interview would 
be more informative if the keyworker was present to faeilitate the process. The 
effect of this on the information given by the participants will be refleeted on in the 
section on the reflections on the research process.
ETHICS
Ethical approval was sought through the NHS Trust in which the serviee was 
located. Confidentiality was ensured by giving each participant a number, so that 
their names were not used at all in the researeh. Onee interviews were transcribed 
the tapes were destroyed. Issues of eonfidentiality were explained to the 
participants at the beginning of the interview, as outlined in the method section. 
The ways of explaining this differed aeeording to the ability of each participant. As 
keyworkers were also sent a letter about the researeh, the partieipants would have 
had the opportunity to raise any concerns with them.
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ANALYTIC PROCEDURE
Data consisted of a set of transcripts from the interviews and a qualitative approach 
was used to analyse this information. This approach was considered most pertinent 
for this study as it reflects the importanee of understanding the meaning of 
experiences, as interpreted through the eyes of the partieular partieipants and 
researcher. Thematic content analysis was employed, using procedures consistent 
with those outlined by Krueger (1994). This involved identifying the patterns and 
themes that were repeated across the transcripts. Themes may be defined as 
pertinent labels or words, whieh capture an essential quality or concept which the 
researcher identifies in the text. Transcripts were read repeatedly by the researcher, 
and notes made on each highlighting key themes and processes. This facilitated 
summaries of themes, initial interpretations, and connections with other aspects of 
the transcript. From this point, the notes from each transcript were brought 
together and common themes were identified whieh seemed to identify most 
strongly partieipants eoneems on partieular topics. Initial themes from the 
transcripts were then listed, with illustrating quotations. A further analysis was 
then carried out to establish links between different themes in the data, and some 
new themes emerged. This cyclical process was aimed at maximising precision in 
the final themes identified in the data. The frequency with which themes appeared 
in the transcripts will not be illustrated with numbers or percentages. The aim of 
the present study is not to generalise to the larger population, and as Krueger (1994) 
points out, the use of numbers may falsely give this impression. For this reason 
adjectival phrases such as, “one participant”, and “the majority of partieipants”, 
will be employed. Reliability may be questioned in that such an analysis is a
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subjective process. Other researchers may have found different themes from the 
data. In order to maximise the credibility of the analytic account, the analysis of the 
data was discussed within research supervision, where the extent to which it was 
grounded in participant’s accounts was thoroughly checked. To further enhance the 
reliability of the data, and afford opportunity for criticism and re - evaluation, 
participants’ comments will be used to illustrate themes and to demonstrate the 
range and diversity of experiences. Also, two annonymised interview transcripts 
are included in Appendix VII. This should afford the reader some opportunity to 
make their own assessment of whether the researcher’s interpretation of the data is 
viable.
The analysis focuses on the participants’ experiences of therapy, and the main 
themes identified from the interview transcripts whieh include: insight into reasons 
for the therapy, issues of power, positive experiences, reflections on the therapeutic 
relationship, the need for cure, and negative feelings. Quotations from interview 
transcripts are shown in italics. Pseudonyms were assigned to each participant and 
will be used throughout the analysis.
Before exploring the themes in detail it must be stressed that the researeh process 
itself was a learning experience, and provided a rich source of information, whieh 
will be reflected on throughout the analysis. Furthermore, the amount of process 
information gained in each interview was diverse, and the quality of the data 
obtained is necessarily limited at times by the speech and conceptual difficulties 
experienced by the participants. For example one partieipant, Alex, was eeholaie.
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and therefore spent the majority of the interview repeating the name of his 
therapist. In contrast Ann, Mary, and Bob engaged in relatively in depth 
explorations of their feelings about their therapeutic encounter. Thus one of the 
challenges in analysing this data was to take into account the breadth of information 
collected.
ANALYSIS
Reason for therapv.
Most participants had some insight as to the reason for their referral for the therapy, 
giving reasons like “my past”(Ann), “I  needed counselling cos something 
happened to me when I  was younger” (Ann), feeling “depressed” (Boh), and “I  was 
very run down ”(Bob). Mary stated that, “I  needed somebody to talk to, about my 
feelings, about losing my son ”. Those participants who found it more difficult to 
express themselves made concrete connections between their therapy and the 
reason they were there. Yas who was referred for issues around sexuality said 
“hanky - panky”. Alex, who was referred for bereavement issues said “won’t see 
mum. no more”, and Oliver who was referred for issues around sexuality said 
“men’s private parts ”. These illustrations indicate the partieipants were aware at 
various levels of what their therapy was there to address.
Positive Experiences
Most of the participants attributed some benefits to their therapy. In particular it 
seemed that the most valued aspects of therapy were, being listened to and having 
space to talk about their feelings. The importanee of being listened to was
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recognised by Ann, “that’s what J  (therapist) does, she listens”, “sat there and 
listened to me all the way through ”, “what ever I  want to talk about she listens 
Also several partieipants mentioned the opportunity to talk, “we chatted”(Bob), 
“talk about things, lots o f things” (Oliver), “I  like seeing her , we, we had a little 
chat, you know ”(Ken). In this way the partieipants are probably no different from 
any other group of people who have had therapy. However this may be particularly 
pertinent, and indeed healing, for this elient group as they may be considered as 
being less likely to experience supportive relationships, and find forming long term 
friendships difficult (Zetlin & Turner, 1984). Also they may be more likely to be 
socially isolated (Donegan & Potts, 1988). The fact that the majority of the 
participants were referred for issues around sexuality suggests that they may find it 
diffieult to engage in mutual long term intimate relationships.
Ann talked about the benefits that she thought the therapy had had. “I t ’s made me 
feel a lot better from what I  used to be, I  used to be all down in the dumps and 
depressed”. She went on to say that “I  wish I  had had it when I  was younger ”, “I  
could keep all my kids”. Perhaps her feeling was that if she had addressed her 
difficulties at an earlier stage she may have learnt more appropriate parenting skills 
and been more likely to have felt able to cope with and care for her ehildren.
Negative feelings.
Some partieipants talked about the negative aspects of their therapeutie 
experiences. For example, “in a lot o f  ways now I  don’t really care” (Bob), “I  
don’t like his character” (Oliver), “I  couldn’t carry on ’’(Mary), “ I  think it made it
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worse by always talking about it”(Mary). It is perhaps not surprising that some 
found it difficult to talk about feelings: this may have been their first opportunity to 
do so at any length, and the issues that were addressed were often complex and 
distressing.
The therapeutie relationship.
Throughout the interviews it became clear that partieipants did have an awareness 
of aspects of the therapeutie relationship. This may be viewed as one of the most 
important aspects of the therapy, and as mentioned earlier may provide the 
participants with one of their first experiences of a valued stable relationship. Ann 
demonstrated that she understood her therapeutie contract, “we said that we ’d  do 
three sessions and after the third she said she’d talk to me to see i f  I  wanna carry 
on ”. Also an awareness of the role and limitations of the therapist was expressed. 
For example Ann explained that, “it wasn Y to get my kids back because she told 
me straight away that she, what she was here for really is for what I  went through 
when I  was younger ”. Bob said that one of the reasons that he had started therapy 
was because he wanted to find a girlfriend, and that his therapist told him that he 
could not do this for him, “he said that he couldn’t try anything like that”. This 
suggests that the therapists were able to make their role clear to some clients and 
that this was understood and taken on board. Also an understanding of the nature 
of confidentiality within the therapeutie relationship was demonstrated by some 
partieipants, “no - one else can know”(Ken), and “me and J ’s (therapist) private 
between me and J ”(Oliver).
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Participants also expressed some eonfiision about their feelings towards their 
therapist. For example, Bob said several things that suggested a certain amount of 
confusion on his part; “first o f  all I  didn’t understand him ”, “I  was a bit unsure ”, 
“well I  did and I  didn’t, a mixture, i t’s a mystery”. Oliver saw his therapist as 
some kind of friend, “he’s a friend”, “he’s my best mate ”. Arm said, “she’s just a 
nice person to get on with”. However the confusion for Oliver was expressed 
when he talked about a break in his therapy whieh was happening as his therapist 
was going on holiday for two weeks. This was obviously experienced in a very 
meaningful way for him, as he said, “I ’ll miss him very much”. However his 
ambivalence was illustrated by his next phrase “he’s like a stranger”, “Id o n ’t like 
his character”. This may indicate that the therapeutie relationship is very 
meaningful to the partieipants, and the same anxieties and mixed feelings are 
aroused by breaks in the therapy as occur for people without a learning disability. 
Ann seemed confused and stated that for some reason her therapist reminded her of 
her mother. Ann had stated earlier that her mother had known about her being 
abused by a male member of their family, and it seemed that she had mixed 
feelings about her mother for not addressing this at the time. “In one way she 
understood, but I  don’t think that she ’d understand, you know that he was the same 
fam ily”.
Thus, although as discussed earlier, many participants stated that there were 
positive aspects to their therapy, at some times there seemed to be evidence of a 
certain amount of ambivalence and confusion about their relationship with their 
therapist. People with learning disabilities often come in contact with numerous
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professionals throughout their lives. There may be a stream of changing faces as 
staff turn over in this field is high. In their paper examining attachment in people 
with learning disabilities Clegg and Lansdall - Welfare (1995) suggest that this 
group find forming relationships particularly difficult. This they point out is 
exacerbated by the diffieulties people with learning disabilities encounter in parent 
infant bonding. Thus Bates (1992) argues that the aim of the therapy should be to 
allow the elient space to accept the therapist as a valid person who is prepared to 
offer time and space to relate, regardless of how they behave.
Power in the theranv.
One primary emergent theme identified from the data was that of feelings of 
powerlessness, both within the therapy and in other aspects of life. As mentioned 
earlier, in interviewing people with learning disabilities researeh has shown that 
they are prone to acquiescence in an interview situation (e.g. Sigelman et al., 1981). 
Thus they may have been likely to respond in a manner that they thought would 
please the researcher most. This assumption that a ‘good’ and correct performance 
must be given to the researcher was illustrated by one participant, Oliver, who 
when he was asked a question which he eould not answer replied “pass This 
may indicate that he thought that there was a true or correct answer that he was 
expected to know. The participants’ underlying position of powerlessness was 
evident throughout the research. Bob said that he had not been happy with a male 
therapist. When asked why this was he explained quite clearly that “all my life I  
have found it easier to talk to females For this reason he stated that “z //  would 
see a counsellor again I  would choose a female However it emerged that he had
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not been given a choice concerning the gender of his therapist. There may be 
reasonable explanations behind this and very likely there was only one therapist 
available. One participant, Yas, said that the main reason he did not like going to 
therapy was that it was on a Thursday when he would rather have been going 
swimming. When asked how he felt about attending the sessions on these days he 
replied “pissed o f f ’. Thus it seemed that he felt that he had no choice about the 
day he had his therapy and gave no indication that he felt able to negotiate a more 
convenient day or time.
Situations of powerlessness were illustrated by many people using language which 
implied that they expected ‘others’, the people without learning disabilities to ‘do’ 
something to them in therapy. This indicated perhaps an assumption that others 
were in control of them; it also conveyed a sense of hopelessness and helplessness. 
Examples of such sentiments are, “people haven’t got the time ’’(Bob), “they ’re 
wasting their time”(Bob), “that’s what J  (therapist) told me to do”(Oliver), 
“nothing could get done” (Mary), and “she took all the weight o ff my back” (Ann). 
Another example of a participants’ sense of powerlessness is illustrated by Mary, 
who talked about her fear of leaving the therapy. She explained that she wanted to 
stop attending the sessions but was “too afraid”. Thus she said, “ I  couldn’t talk to 
J  (therapist) saying that I  couldn’t carry on ”. The reasons for her reluctance she 
said were “I  find it difficult saying no i t ’s not very good”, “I  was worried how she 
may fe e l”, “she might think it was all a waste o f time”. The two female 
participants talked about the loss of their children and the powerlessness they felt 
about this situation. This is illustrated by Mary, who said, “there was no-one who
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could really bring my son back, you know and i f  I  talk about it, it seems to get 
harder every time, there’s nothing more can ever get done, you know and that 
depresses me really”. Ann talked about wanting her counsellor to write her a letter 
to prove to social services that she had had therapy, “I  said that they ’II want proof, 
i f  I  ever get my kids back that I  had counselling. So she said she ’d  write me a 
note. ”
Thus it seems as if there was an overwhelming feeling by the participants that they 
were somehow worthless and not worthy of the time invested in them. Perhaps it is 
not surprising that the participants’ self esteem appeared to be so low. People with 
learning disabilities generally have less opportunity to experience aspects of life 
that serve to build a sense of worth, such as paid employment, financial 
independence, independence in general, control over life, and long term secure 
relationships (marriage and children). As Stenfert - Kroese et al. (1997) point out, 
this population often experience a long history of failure which discourages them 
from trusting their cognitive resources, resulting in dependency and negative 
attributions whieh often leads to low self esteem. Perhaps though this is one area 
that therapy can address. In partieular the therapeutie relationship may be the first 
opportunity that a person with a learning disability has to establish a relatively long 
term stable relationship, with someone who is prepared to listen to them and value 
them for themselves. The positive effects of the therapy on self esteem are perhaps 
best summed up by Bob, who said that having the therapy made him feel “proud”.
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Power in other areas of life.
People with learning disabilities are not a very powerful group in society and this 
aspect of their experience was evident in the data. Often this population is 
represented as being pathological and inferior, and most would expect to 
experience a certain amount of discrimination (e.g. Reiss & Benson, 1982). Bob 
gave a classic illustration of how his learning and physical disabilities made him
feel powerless and almost inhuman, “i f  people see me as a person, all they see
is the (wheel) chair. and not the person in it. ”
The fact that the researcher does not have a learning disability in itself meant that 
during the interview process the participants were in a less powerful position. 
Wilkinson and Kitzinger (1996) explore theories on the position of the ‘other’ in 
research in some depth, examining situations where researchers attempt to describe 
or represent groups to whieh they do not belong, particularly groups of people who 
are discriminated against or oppressed in ways that the researeher is not. As 
mentioned, the researeher does not have a learning disability, and therefore has no 
experience of what it feels like to be in this position. Obviously there are 
advantages to researchers belonging to the group of people whose experiences they 
choose to study, such as empathy and understanding of partieular situations, and 
‘insider knowledge’ of group cultures.
There are also advantages of not belonging to one’s research group, for example it 
may be easier to be more “objective”. However one pitfall which can arise from 
representing the ‘other’ is that of ‘romanticising’ their ‘plight’. In the case of
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people with learning disabilities, by the very nature of their disability it is extremely 
difficult for such individuals to make their voiee heard in society. “Having a 
learning disability ean mean that few people show respect for your opinions and 
talk to you seriously about your feelings” (Stenfert -  Kroese, 1997, p. 54 - 55.). 
Indeed it must be aeknowledged that at times during the interviews it was diffieult 
not to feel a sense of anger on the behalf of the individuals who eould benefit from 
therapeutic intervention, and who had experienced so many diffieulties and losses 
throughout their lives.
The need for ‘cure’.
One striking theme that emerged from the analysis was that of some sort of 
pressure or need for ‘cure’, to ‘get better’ and resolve the issues for whieh they had 
been referred to therapy. In some ways it seemed that the participants felt that the 
therapy would cure them of all their problems, “they make your life better” (Bob). 
This in itself may not be considered any different from anyone who enters into 
therapy for the first time. However, the problem which seemed to emerge in this 
study was the sense of failure and disappointment when a ‘cure’ was not achieved. 
Partieipants expressed disappointment that they “didn’t get anywhere”(Bob), “I  
thought I ’m not going to get very fa r ”(Bob), “I  didn’t find  I  was finding it 
much...much help because I  didn’t find, there was nothing she could really do for  
me ’’(Mary). Mary went on to express her sense of guilt about this saying, “I  found  
that I  may have been wasting the cost, cos I  can only talk for so many months and 
weeks”. Bob had thought that his therapist would ‘get him a girlfriend’ and when 
asked how he felt when he found out that this was not his role he said “shocked”.
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Also he said, “if  I ’m honest ... I  thought by doing that he was wrong”. Ann 
seemed anxious to stress that she was ‘eured’, “she’s made me feel a lot better”: in 
this way it seemed that the therapist was seen as curing the participant. Perhaps 
this woman felt that she had to stress that she was fine in order to ensure that she 
had a chance of getting her children back, something, which she made clear, was a 
priority for her.
This notion of feeling pressure to ‘get better’ may be interpreted in a number of 
ways. As mentioned briefly earlier, as therapy is a scarce resource it may be used 
mainly for those considered to be most in need, that is, those people who have 
complex needs, and whose diffieulties have been building up over some time. 
Those service users who have less pressing issues, for example bereavements, 
relationships diffieulties, depression, and who are not presenting behaviours which 
are challenging the serviee may not be seen as a priority. Thus by the time the 
service user gets to see the therapist they may have been waiting for some time. 
Perhaps staff could be made aware when they make their referrals that therapy is 
not a ‘cure all’ solution, and that any progress may not be at all obvious for quite 
some time.
REFLECTIONS ON THE RESEARCH PROCESS
Whilst researeh with people with learning disabilities yields concrete data that ean 
be subjected to analysis, it also offers valuable insights into the process of working 
with this elient group in research and therapeutic contexts, whieh merits reflection.
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Diversity of data obtained
Due to the diversity of the data obtained it became evident that interviews that at 
first glance seemed to contain limited insight on the part of the partieipant, when 
examined in more detail, were found to contain more process information than 
anticipated. For example it seemed that connections had been made at some level 
which may have not have been noted during the interview itself. This may suggest 
that although these partieipants may not have been so eloquent at communicating 
their experiences, they were demonstrating awareness on some level of the context 
and content of their therapy. This point is illustrated by Alex, who as mentioned 
previously, spent the majority of the interview repeating the name of his therapist, 
which suggested that he was vaguely aware of the content of the interview. When 
asked why he saw his therapist, he said “won’t see mum no more”. This 
participant had been referred for difficulties coming to terms with the death of his 
mother. His keyworker, who was present in the interview stated that this was not a 
subject that he mentioned often, but was something that he did discuss in his 
therapy. Thus, at some level this participant had communicated the reasons why he 
was seeing his therapist. He had made the connection between his therapist and his 
mother’s death. Although he had not been able to directly answer the question as 
such, he had provided an answer in his most efficient manner.
Communication difficulties.
One major difficulty in the research process was understanding what the 
participants were saying. Many of them had difficulty communicating, and spoke 
unclearly. To a person who was familiar with them, this may not have presented an
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obstacle, but as the researcher only met the participants on the interview day, there 
was not sufficient time to become familiar with any nuanees of speeeh. This is 
another reason why the keyworkers were present in two interviews. The researcher 
also attempted to overcome this difficulty by speaking to the keyworker privately 
before meeting the partieipant, and inquiring as to whether there were any ways of 
facilitating that partieular client’s communication skills. This practice proved 
invaluable, and may be a procedure, which it would be useful for therapeutie 
praetitioners to employ when embarking on therapy and researeh with this elient 
group. However in spite of this precaution, and even when a keyworker was 
present, when transcribing the interviews there were occasions when important 
information was missed in the interview. For example, Yas’s speeeh was quite 
difficult to distinguish as he had a strong accent. When asked why he did not like 
the therapy he made several replies that neither the researeher nor the keyworker 
could distinguish. The researcher then went on to another question about what it 
was about the therapist that he did not like, and the participant answered “too much 
hanky panky”. When listening to the tape it became evident that he had earlier 
been saying “sex”, but had not been understood. This shows that Yas had realised 
that he was not being understood, and had tried to think of another word to convey 
what he was trying to get across, ‘hanky panky’ obviously being the phrase he 
identified. Perhaps Yas was communicating that he did not like the therapy 
because he felt that it concentrated on sexual issues, which he was uncomfortable 
about addressing. In the interview it had seemed that he had been using very basic 
‘colloquial’ language, when in fact his communication and the real level of his 
language use was masked by his strong accent. If the researeher had given him
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more time he may have been able to express himself more clearly. Perhaps the 
research situation contributed to this diffieulty, in that the researeher may have felt 
under pressure by the fact that the interview was being recorded to try and take 
things more quiekly than would have been comfortable for the client. This may 
serve as a valuable insight for therapists engaging with this elient group. Although 
it may be obvious that people with learning disabilities benefit from more time to 
answer questions and respond to others, this is a skill that is surprisingly diffieult to 
develop and maintain. It is very easy to intervene too early and paraphrase a 
eommunieation to try and elicit a response. It may be pertinent to be highly aware 
that a greater gap than perhaps feels natural, or that one is used to, may be vital in 
order to faeilitate communication, and to discover what the client has to say. This 
is a basic lesson that was bought home to the researeher consistently when listening 
to the interview tapes. By striving to adhere to this principle a great deal more 
insight into the thoughts and feelings of this client group eould be gained.
The researcher used the taping of the eonsent of the partieipant as a means of 
beginning to familiarise with that person’s speeeh and language abilities. One 
useful method of facilitating this process was to talk to the elient for a short while 
before the interview about the tape recorder. The majority of the participants were 
interested in the small microphone of the machine, and the researeher showed them 
this and demonstrated how this worked. When the consent had been taped, this 
was played back to the participant. This allowed the researcher the opportunity to 
check that the machine was recording. Also it served to allow the participants to 
hear themselves on tape. Furthermore it afforded the two the opportunity to engage
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with each other, whieh lessened the anxiety of the partieipants, and the researcher ! 
It was also an informal and essential opportunity for the researcher to assess the 
level of ability of the participant. As mentioned in the method section, the research 
interview was merely a guide, and this had to be adapted during the interview 
according to the ability of the partieipant.
The structure of the questions was altered aeeording to the language level that the 
partieipants seemed to be using, and to understand. For example, Oliver seemed in 
some ways to have a good grasp of language, and used words such as ‘character’ 
appropriately. However at other times he seemed to find it difficult to express 
himself, and often seemed confused. When asked how often he saw his counsellor, 
he replied, “twice a day”. Also he often repeated himself and seemed to loose 
track of what he was saying in the middle of a sentence, for example, “well to
discuss with J  because, i t ’s my last seeing J  for two weeks then, .. in a couple o f
weeks I ’ll see him again”. Also at times he appeared muddled, “well I  let him go
where I  want to go, .. I  want to do with my life, you know, ..like on time, s o ,  ”
For these reasons the language used in this interview by the researeher was kept as 
basic as possible. Also questions were repeated often if Oliver did not seem to 
have understood. This was not necessary to the same extent with Ann, Mary, and 
Bob. However, with Alex, the minimum words were used. Also the researcher 
used more gestures to try and emphasise the meanings of words.
As mentioned earlier, having the keyworkers present in two of the interviews to 
facilitate communication was very useful. However the effects of this presence on
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the participants’ answers must be considered. Having two ‘professionals’ in the 
room with them may have served to intimidate them in some way, and to increase 
the likelihood that they would acquiesce (Rogers - Warren et al., 1983). This and 
the implications of power over the ‘other’ were discussed in greater depth earlier.
Problems with the interview questions.
The interview schedule included questions about the length of the therapy and how 
many sessions had occurred. However it quickly became evident that time is a very 
difficult concept for this elient group to grasp. When asked how long the sessions 
were, for example Oliver replied, “two years Omitting these questions from the 
interview was considered. However, as they were at the beginning of the interview 
the researcher decided to keep them, as they allowed the client to ‘settle’ into the 
interview process, before the more important questions arose. With hindsight it 
may have been more bénéficiai to have started the interviews with questions that 
would have been very easy to answer, whieh may have contributed to the 
participants feeling that they were ‘performing’ well, and thus built their 
confidence. This difficulty with the concept of time is an issue that therapeutie 
praetitioners would be advised to address in their therapy. For example when 
introducing the idea of the therapeutic contract often the number of sessions that 
will be engaged in is agreed. It may be useful, for example, for therapeutie 
practitioners to make some sort of pictorial representation of the number of 
sessions. The partieipant could draw a calendar with the number of sessions on it, 
and then tick off each session every week with the therapist. This would ensure 
that the participant was aware of when breaks in therapy and the ending would
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occur. The idea of employing visual tools to assist in the therapy may be valuable 
not just when applied to ‘time’, but also eould be used in sessions with people who 
have eommunieation difficulties. For example service users eould use drawings to 
illustrate how they feel, or look at pictures and use them to facilitate discussion 
about feelings. These ideas are widely accepted practice for other professionals 
working in this field, for example Hollins and Sireling’s (1989) book on 
bereavements for people with learning disabilities. Therapeutie praetitioners could 
enhance their practice by becoming familiar with sueh texts and be active in 
developing new ones which could be used within therapy. Further, for the purpose 
of this research it may have been useful to have used pictures, for example, to help 
participants think about and discuss their feelings. The concept of therapy and 
what the service users thought about it seemed diffieult for many of them to grasp, 
and other methods of accessing their opinions could be considered in further 
researeh of this nature.
OVERVIEW / CONCLUSIONS
Generalisabilitv / Limitations
It is aeknowledged that looking only at one psychotherapeutic service limits this 
research in terms of generalisability. However as stated earlier, as this type of 
serviee is relatively new and not yet widely established it may perhaps only be 
practical to focus the evaluation in this manner. A major limitation of this study 
may be that the small sample size means that it is difficult to estimate the extent to 
whieh the findings may be generalisable to other serviee users with learning 
disabilities. Another design limitation, whieh may affect the analysis of the data, is
118
the diversity in the levels of verbal ability of the participants. This resulted in great 
contrasts in the information gathered in the interviews. Thus the validity of the 
data may be questioned in that it is ultimately impossible to be certain as to some of 
the participant’s understanding of the interview questions. It eould be argued that 
this difficulty may have been reduced by supplementing the data with accounts 
from the participants’ carers. However, as discussed in the Introduction, this has 
been employed in previous studies (e.g. Beail, 1998), and it is the serviee users’ 
views that are paramount if psychotherapeutic services are to be tailored to their 
specific needs. Finally it should be aeknowledged that the partieipants in this study 
were found to have a learning disability having been assessed by a clinical 
psychologist. It is possible that there may have been an error in this assessment. 
Thus the eligibility of the participants’ for the study rests on the assessment of one 
professional, and this may be inaccurate.
Recommendations and implications therapeutic practice.
Recommendations that eould be made for therapeutie practitioners working with 
people with learning disabilities have been outlined throughout the analysis section, 
and it may be useful to conclude with clarifying these. It is difficult to describe a 
‘typical’ client’ who may present for therapy. This means that therapeutic 
interventions need to be highly flexible in order to maximise an individual’s 
strengths, and take into account their limitations. So for example, an individual 
with Autism who may feel secure keeping to routines, may find it very diffieult to 
cope with a change in venue for the therapy.
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Perhaps the initial referral for therapy could be responded to by setting up an initial 
meeting with the referrer, or a professional who knows the service user well. In 
this meeting the counselling psychologist can ascertain any difficulties in 
communication, and any ways of facilitating communication which have proved 
effective. Also any practical measures which an individual finds useful, such as 
drawings may be brought to light. This may differ from how counselling 
psychologists work in more traditional adult mental health settings, in that usually 
only the basic referral information is needed before the therapy begins.
When the therapy commences it may be vital to draw up some kind of visual 
representation of the amount of sessions that will be available. As outlined earlier, 
many people with learning disabilities may have experienced difficulties with 
relationships in the past; thus it is important that they experience a stable and 
‘healing’ therapeutic relationship. Endings with this client group need to be 
planned and anticipated perhaps even more so than for other populations.
Another recommendation is that the referrers are made aware of the purpose and 
limitations of the therapy. Their key client is not going to be ‘cured’ of their 
difficulties, and neither the clients nor the referrer should be led to expect this.
One recommendation that may not be feasible, due to lack of funds, is that people 
with learning disabilities are referred for therapy at a much earlier stage. The 
average age of participants in the study was thirty-seven, and most of them had had 
no previous experiences of therapy. Considering the complexity of their needs it
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would perhaps have been more beneficial for them to engage in therapy at a much 
earlier stage in their lives. Perhaps this occurred because this service is only 
recently becoming available to this client group. Also it may be due to a lack of 
resources in the field of learning disabilities, and because service users have to be 
at ‘crisis’ point before they warrant this ‘privileged’ service. An increase in the 
numbers of counselling psychologists, and other therapeutic practitioners, 
beginning to work in this field may serve to ease this difficulty in the future. This 
may mean that people’s needs are addressed before they reach ‘crisis point. In the 
case of one of the participants in the study this may have had an effect on the 
decision that her children be placed in foster care.
Finally, the field of learning disabilities is an area where counselling psychologists 
and other therapeutic practitioners may have the potential to have enormous impact. 
From the comments of the participants in this study, it seems that all had issues that 
they could benefit firom addressing in therapy. As the employment prospects in this 
speciality are increasing, it may be pertinent for psychotherapeutic training courses 
to begin to include teaching, regarding the particular needs of people with learning 
disabilities, in their syllabuses.
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APPENDIX I
Draft of proposed letter to psychotherapists.
Headed Paper 
Date
Dear *******************  ^psychotherapists’ name )
My name is Sarah Maynard and I am a Trainee Counselling Psychologist, working 
as part of the Community Team for People with Learning Difficulties in *****. 
Currently I am in my second year of training at the University of Surrey, on the 
practitioner doctorate in Psychotherapeutic and Counselling Psychology (PsychD).
As part of my second year research I am interested in the development of 
psychotherapy and counselling services for people vdth learning disabilities. As 
you are no doubt aware this kind of service has only recently become available for 
this client group. Therefore I would like to look at how people with learning 
disabilities experience ‘counselling’. By asking their views on this subject it is 
hoped that the service may be developed and improved.
**** *****, (Clinical Psychologist, ******** CTPLD ) has informed me that you 
provide a psychotherapeutic service to CTPLD service users on a regular basis. I 
would very much like to talk to some of your clients about the service that you 
provide. Obviously counselling involves talking about very private and personal 
issues, however I will not be asking about this. I will be asking views more on
areas such as the most helpfiil aspect of the therapy, the length of the session, and
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the person’s understanding of confidentiality. The study will be confidential and no 
- one’s name will be used. I will however need to record the meeting interview in 
order to analyse what is said. This tape will be anonymous and will be destroyed 
after use. The result of this study will be aggregated and anonymised, so that 
individual clients and practitioners will not be identified through respondents 
replies. I will be sending some of your clients and their key workers a letter 
explaining briefly my research and asking their permission to talk to them about 
their experiences of counselling.
I have applied to the ethics committee of ******** and ********** NHS Trust 
and they have authorised this piece of research.
Thank you very much for your help. If you do have any questions or would like to
see a copy of my research proposal please do not hesitate to contact me at
* * * * * * * *
Yours sincerely,
Sarah Maynard
Trainee Counselling Psychologist.
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APPENDIX II
Draft of proposed letter to service user.
Headed Paper 
****** CTPLD 
Date
)
My name is Sarah Maynard and I am a Trainee Counselling Psychologist. I am 
interested in finding out about what you like and do not like about seeing a 
‘counsellor’. A counsellor is someone who has had special training in helping 
other people talk about things that are worrying them.
Your thoughts on this matter are very important. By listening to what you have to 
say, other ‘counsellor’s’ may be better able to help other people like you.
Please would you think about whether you would like to speak to me about how 
you found your ‘counselling’. Everything that you say to me will be confidential 
(private ).
I have written to your keyworker explaining that I would like to meet with you to 
talk about this. You may find it helpful to speak to your keyworker about this 
letter. If you do decide that you would be willing to help me, please would you ask 
your key worker to contact me at the CTPLD. Thank you very much for your help
Yours sincerely
Sarah Maynard, Trainee Counselling Psychologist
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APPENDIX III
Draft of proposed letter to keyworker.
Headed Paper 
Date
Dear ******************* ( keyworker name )
My name is Sarah Maynard and I am a Trainee Counselling Psychologist, working 
at the Community Team for People with Learning Difficulties (CTPLD), in 
******** J interested in researching the development of psychotherapy and 
counselling services for people with learning disabilities. As you may be aware this 
kind of service has only recently become available for this client group. Therefore I 
would like to look at how people with learning disabilities experience 
‘counselling’. By asking their views on this subject it is hoped that the service may 
be developed and improved. **** *****i, (Clinical Psychologist, ******** 
CTPLD ) has informed me that ******************^ your key client / relative has 
been seeing a ‘counsellor’ on a regular basis. I would very much like to talk to 
him/her about this.
Obviously counselling involves talking about very private and personal issues, 
however I will not be asking about this. I will be asking views more on areas such 
as the most helpful aspect of the therapy, the length of the session, and the person’s 
understanding of confidentiality.
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The study will be confidential and no - one’s name will be used. I will however 
need to record the meeting interview in order to analyse what is said. This tape will 
be anonymous and will be destroyed after use. I have applied to the ethics 
committee of ******** and ********* NHS Trust and they have authorised this 
piece of research.
Please could you ask your key client if they would be willing to assist in this study. 
If they are interested in participating in this piece of work please could you contact 
me at ******** CTPLD. I will then send them a letter explaining the study. I will 
send you a copy of this, so that you may go through this with your key client if they 
have difficulties reading. If they do then decide that they want to take part, please 
could you contact me at ******* CTPLD. When I hear from you we can then 
arrange a time to meet.
Thank you very much for your help. If you do have any questions please do not 
hesitate to contact me at ******** CTPLD.
Yours sincerely.
Sarah Maynard
Trainee Counselling Psychologist.
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APPENDIX IV
Draft of guidelines for tape recorded informed consent discussion with clients 
prior to research interview.
(The words of this consent discussion may be altered, at the researcher’s discretion, 
according to the client’s level of ability.)
My name is Sarah Maynard and I am a Trainee Counselling Psychologist. I work 
for the Community Team for People with Learning Disabilities (CTPLD) in 
******** Jam here to talk to you about what you think about seeing a counsellor. 
A counsellor is someone who has special training in helping people to talk about 
things that are worrying them. I know that you have been meeting with a 
counsellor called *************************.
Before we start to talk I need to talk to you about something called consent. This 
means that I have to ask you to agree to help me with this study. I also have to 
make sure that you understand that everything that you tell me today will be private 
(confidential). This means that I will not tell anyone what you tell me.
I will need to tape record what you say. This is to help me to remember what you 
tell me, and will not have your name on it. No - one will know that it is you 
speaking on the tape. When 1 have put what you say on my computer I will then 
destroy (throw out, break) the tape recording.
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In this interview I will ask you some questions about what you think about seeing a 
counsellor. If you do not understand anything, do not worry, just tell me and I will 
try and help you. I will ask about what you like about seeing a counsellor and what 
you do not like.
This interview will take about half an hour. If you feel tired and want to stop just 
tell me.
Do you have any questions ? If you think that you do not want to help me, and that 
you would like to leave now, that is fine. Do you think that you would like to take 
part in this interview ?
Would you give your consent for me to use what you tell me today for my study ?
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APPENDIX V
Interview schedule (Draft)
1. Participant No.
2. Name of therapist.
3. Frequency of therapy
4. Length of therapy (i.e. 50 mins ?)
5. Where the therapy took place.
6. How did the participant get to the therapy ?
7. Why did the participant start the therapy ?
8. What was the ‘best’ thing about the therapy ?
9. What was the ‘worst’ thing about the therapy ?
10. Was the issue of confidentiality explained ?
11. Is there anything else you would like to say about the therapy ?
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APPENDIX VI
INTERVIEWS
No.
NAME
DATE
1. OK. Can you tell me the name o f  your counsellor?
2. J.
3. Yeah. Is that a man or a woman ?
4. A man.
5. Right, errm, ...what do you think o f J  ?
6. He’s a friend.
7. H e’s a friend?
8. Yeah.
9. Can you tell me more about that ?
10. Well I talk to him, all the things you need, ..he talked about,....
11. Yeah, .
12. Men’s private parts you know, ....
13. Oh right.
14. And er that’s w hat **** forme. Talk to J about it.
15. About men’s private parts.
16. Yeah.
17. Right. How do you find that ?
18. Well to discuss with J because , It’s my last seeing J for two weeks and
19. then, in a couple of weeks time I’ll see him again.
20. Oh right.
21. So, umm, err. I’m gonna miss J, very much. I’ll miss him.
22. Are you ?
23. He’s going on holiday for two weeks.
24. He is, J ’s going on holiday, ?
25. I am.
26. Oh you are, so that’s why you ’re not seeing him for two weeks ?
27.Yep.
28. Right, can you tell me how often you see him ?
29. Twice a day.
30. Twice a day ?
31. Yep.
32. Right, errr, ....so do you see him every day ?
33. Yeah
34. OK, every day, twice a day.
35. Twice a day. Yeah
36. And when you see him ,....
37. Yeah,..
38 how long does it last for when you see him.
39. Two years.
40. Two years, .......................that’s a long time.
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41. Four months, n o ,........................................pass.
42. That’s all right, don’t worry. When you go into the room with him, ***** and 
you see
43. him in a room do you ?
44. Yeah.
45................... where about is that.
46. Near the ‘drop in’.
47. Oh, ..near the drop in.
48. Yeah.
49. And what’s the room like that you sit in together. Can you describe it to me.
50. No.
51. You ’re not sure.
52. I’m not sure.
53. OK, is it a room with lo t’s ofpeople in, or just you and J.
54. Just me and J.
55. Right, and when you go in to the room to see him, how long do you stay in 
there
56. for.?
57. Quarter of an hour.
58. Quarter o f an hour, ?
59. Yeah.
60. Err, and do you think, ....do you think that that’s a long time, or not long 
enough, or....
61. It’s long enough.
62. Is it.
63. Y-uxi.
64. So what happens when you want to go ?
65. Well I (unclear speech), ....well I let him go where I want to go, ...I want to do 
with my
66. life, you know, ...like on time, ...so,...
67. You want to go, ..?
68. That’s what J told me to do, ...sit in the room, quiet room ,...
69. Yeah.
70. ,  and go again, ...and e rr,.............speak to J, ...and sit in the quiet room ,...
71. Right, so when you want to leave J, ..you go and sit in a quiet room, and then 
you
72. come back in to see J  ?
73. Yeah.
74. Oh right, ..and how do you, .. how do you find that ?
75. (Sighs) Not quite sure.
76. You ’re not quite sure.
77. Errm, and how do you get to the drop in centre ?
78. By the mini bus.
79. Oh right, and who drives that then?
80. S.
81. S drops you o ff ?
82. Yeah.
83. And does he wait there for you, or does he go home, o r  ?
136
84. No, he’s got to take the girls to college, and drop me back here.
85. Oh right.
86 and then , and then take the girls back to college.
87. So really you go by yourself to this ?
88. No.
89. Just you and J ?
90. Well I don’t go on my own, someone’s with me al the time. Someone with me
9 1.......... you know, cos, ....he’s not my keyworker, I got T as my Keyworker. So,
9 2........S’s the driver. So he drops me off there, ..takes the girls to college , them
come
93. baek,.....
94. Then picks you up.
95. Then picks me up, yeah.
96. Oh right, and err,.... I  wonder i f  you can remember ***** ..errrm, .why did 
you start
97. seeing J ?
98. Well, ...I started J, ..well,.. about two months to see him (?), because he’s my
99. counsellor, (unclear speech), ..he want to do with my life, ...you know
because
100........he knows errm, ...lots of things to do with him, ...errm, draw, writing, ..talk
about
101. things, and lots of things, ..because he’~ -ly err, ..he’s my best mate, ...and I 
don’t want
102. to lose him. Really,...
103. Mmm, ...it sounds like you ’re feeling quite sad about stopping seeing J, ...
104. Yeah.................................I think so yeah.
105. I t ’s a shame.
106. It’s a shame....Really.
107. So who suggested that you see J  ?
108. L.
109. L, ..who’s L ?
110. My old keyworker.
111. From here or from at home.
112. Here.
113. The ******** (Name o f  day centre). So it was his idea that you see J  ?
114. What sort o f things did he think you should talk about vAth J  ?
115. Err, ..well, me and J’s private between me and J,. ...cos we’re friends you 
know....
116 something like that. And there were times he said , err, ‘why don’t you
do some
117. drawing ?’, ...if, if, ....I concentrate on my writing and he talk to me, ...can’t 
concentrate
118. ...you know,...
119. Yeah.
120. Now I, err. I’m not gonna see J any m ore,....
121. I  wonder err **** when T, err was it L suggested that you see J  ?
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122. Yeah,..
123. Err, was it because you were having any troubles or difficulties here ?
124......................Not really. No. (Unclear),.... R, she’s all right. She’s my friend.
125. Oh, ...was it because o f you and R that they suggested it ?
126. Yeah.
727. IFTzo’.yTg.:' .
128. She’s a friend, at ******(name of day centre), ....
129. Oh right.
130. So, err, we’re mates, so err, ..(unclear speech), ...so err, she’s kind to me and 
I’m kind to
131. her, so ,....
132. So she’s quite a special friend.
133. She’s a special friend, yeah,...
134. Err,. I  wonder *** what do you think is the best thing about seeing J  ?
135. The best, ...errrm, talk to him ,...
136. You can talk to him.
137. Y ep,,  and  that’s it I think. That’s it.
138. When you say you can talk to him , ..is it different from talking to your 
keyworker, or, ..
139. I suppose , ..talk about it, is ....to speak to J about it, ..talk to my keyworker, I 
talk to
140. him about, you know, ...because he’s my keyworker and errmm and if 
someone’s in
141. errm ...wanting J, ..someone’s got to come here to see me.
142. L has ?
143. Yeah, errr, he’s my counsellor, so errm, ..to talk about i t , err you know 
because, ...L’s
144. my counsellor,...he, ..he’s doing it for me in the day centre you know,....
145. L ’syour counsellor, or is he your keyworker, ..?
146. My counsellor.
747. I f f ?
148. Oh, I  thought, er what’s J  then ?
149. He’s a friend.
150. Right.
151. Errm, is there anything that you didn’t like about seeing J  ?
152. I don’t like his character, I don’t’ like his character like.
153. You don’t like his character ?
154. No.
155. In what way ?
156. I dunno really it’s, ..he’s like a stranger to me, ..he’s just like a stranger, ..you 
know, and
157. like a friend, ..I can’t believe it, ..you know. Let’s stop. I’ll stop it. (Leans 
over and switches tape recorder off.)
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INTERVIEW 
No.
Name. ‘B*
Date.
L OK, Canyon remember the name o f your counsellor ?
2. It was A.
3. Do you remember how many times you saw him ?
4. About, (unclear)
5. About...?
6. About four times
7. OK. And when you saw him, where did you see him ?
8 ***** road.
9 *** road, ok. And how long were the meetings with him ?
10. An hour.
11. An hour. OK. And did you think that that was too long, or not long enough, or,
12. what did you think ?
13. Not long enough.
14. Not long enough. OK. Why’s that?
15. Errm, I think that an hour (unclear) somewhere else.
16. Sorry?.
17.1 think that he might have been in a hurry to get somewhere else.
18. He was in a hurry to get somewhere else ?
19. Yeah. Didn’t have a lot of time.
20. Oh, he was in a hurry to get some^ vhere else and did not give you a lot o f  time. ?
21. Yeah.
22. What makes you say that ?
23 .1 think I know what they’re like.
24. Who’s they, counsellors ?
25. Yeah.
26. What do you mean ?
27. (unclear) patient
28. They ‘re not patient ?
29. No, not all of them. Not all of them.
30. Not all o f  them. Errm, s o , do you remember why you started going to see A ?
31. Errm, first time I saw A, I was very run dovm.
32. You were run down.
33. And depressed.
34. And depressed. ?
35. And that’s the first time I met A.
36. So what did you think o f  him the first time you met him ?
37. Well I was a bit unsure.
38. You were a bit unsure ?
39. Yeah. I was. First of all I didn’t understand him.
40. You didn 7 understand him ?
41. No.
42. You didn 7 understand his speech o r ....?
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43. Errm ,... as you’re talking to me now, I can understand you perfectly....(unclear) 
44 people haven’t got the time.
45. So, you can understand me perfectly, and I  can understand you, but you think..?
46. I f  people haven 7 got the time to do that..
47. They are wasting their time., I think.
48. They’re wasting their time, so you think that A didn 7 take the time ?
49. No.
50. Right, so when you were in the session with him, for an hour, what happened in 
the
51. Session then ?
52. Didn’t get anywhere.
53. You didn 7 get anywhere.
54. Fast. Didn’t get anywhere fast.
55. In the end you didn 7 get anywhere fast.
56. What were you hoping you would get from the sessions ?
57. Quite a lot.
58. Quite a lot.
59. Yeah.
60. Can you give me an example ?
61. Errm,.......(pause)..What example do you want ?
62. You said That you didn 7 think that you got much from the sessions with A, so
63. what did you hope that you would get from the session ?
64. errm, ....well a lot more than what I (unclear).
65. A lot more than what you bargained for ?
66. Yeah.
67. V .ut did you think o f  A as a person ?
68. Well basically, he was alright. As a person you never know (unclear) do you .
69. No you don 7. So what do you think about seeing a counsellor overall ? Was it 
70 good or bad o r,...?
71. Errm, ..It varied.
72. It varied ?
73. Yeah.
74. What were the good things about it?
75. We chatted.
76. And you thought that was good.
77. Yeah.
78. What sort o f things did you chat about ?
79. All sorts. Loads.
80. And how did that make you feel to have someone to chat to ?
81. Errm,..a bit proud.
82. It make you proud.
83. A little bit.
84. In what way.
85. (laughs) the way he said it.
86. The way he said it ?
87. Yeah.
88. The way he said what ? so it made you feel proud to see a counsellor.
89. Yeah.
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90. Why did it make you feel proud I  wonder ?
91. Errm, I used to have it and then it stopped.
92. You used to have it and then it stopped. You haven 7 had any since ?
93. So how do you fell about stopping seeing a counsellor ?
94. Errm, well in a lot of ways now I really don’t care.
95. You really don 7 care.
96. Yeah. I’m not bad. I’m getting on.
97. What was the worst thing about seeing A ?
98. Errm, ....(pause). Like I said early on, umm, if people talk to me as a person 
99...... some people see me as a (unclear)...
100. so some people talk to you as a person, and .......
101. And some people don’t, ..they only see, all they see is the chair.
102. All they see is your wheel chair.
103. And not the person in it.
104. And not the person in it.
105. So you feel like A your counsellor did that ?
106. A little bit.
107. What made you think that about him ?
108. Errm , no obvious reason.
109. No obvious reason, it sounds like you didn 7 really like A.
110. Well I did and I didn’t, a mixture, it’s a mystery, (laughs)
111. I t ’s a mystery. In some ways you don 7 sound very keen at all on him.
112. No. I  was wondering i f  you could tell me a bit more about that ?
113. (laughs) I’ll tell you how it all start'd, first of all I was gonna write to a
114. ...letter to the tv studios to see if I could get on ‘blind date’
115. Oh, first o f all you were gonna write a letter to the tv studio to see i f  you
could
116. ...get on blind date, right. I ’ve got you yes ,....
117. So you wanted a girlfriend,.. or boyjriend.. ?
118. Girlfriend, yeah.
119. You wanted to have a girlfriend.
120. And it started from there. And that’s where A stepped in.
121. That’s where A stepped in, what did he do ?
122. He said that he couldn’t try anything like that.
123. (unclear)
124. But did you want him to help you find  a girlfriend ?
125. Yeah.
126. So how did you feel when you found out he couldn 7 ?
127. Shocked
128. Shocked. What did you think he could do to help you find  a girlfriend. ?
129. Anything, ..help me write a letter.
130. Help you write a letter.
131. Something like that. I thought that was meant to be his job.
132. You thought that was meant to be his jo b , as a counsellor ?
133. Yeah. A counsellor should do.
134. So how did you feel when you found out he couldn 7. ?
135. I though. I’m not going to get very far.
136. You thought you weren 7 going to get very far.
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137. So when he told you he couldn’t help you get a girlfriend, in the sessions 
after
138. .. that when you saw him, did it affect those ?
139. It affected everything.
140. Did it.
141. So in the next sessions after that, what didyqu do then ?
142. Nothing.
143. Did you want to go to see him o r ..?
144. No.
145. You didn’t want to go. Why not.
146. Errm....,if I’m honest err, I thought that by doing that he was v^ong.
147. Because you thought that that was his job. So i f  he didn’t help you find  a g f  
148 what did he do in the sessions ?
149. Nothing. And that made me feel isolated.
150. In the sessions, o r ,...............how did you feel in the sessions ? how did you
feel
151. .. every time when you saw him. ?
152. I’m gonna use the word again, isolated.
153. Did you find  the sessions upsetting or ?
154. Errm, well it can be, it depends if you’ve got the right person to do it with.
155. Right, so i f  you’ve got the right person, what would happen.
156. I would stick.
157. You’d stick with it. So ifyou could have a counsellor that you got on well
158. ... with what sort o f  things would you use the sessions for.
159. (unclear) Before I answer that one, I will say. I’m not being (unclear) I 
would
160. ..if I see a counsellor again, I would choose a female.
161. You ’d chose a female. For what reasons.
162. Err, ...I’m not being, errm , what’s the word I’m looking for I don’t
163. ..know what’s the word I’m looking for,...
164. right, well your saying that you ’d rather see a female counsellor.
165. As your sitting here now, I could talk to you all day long, but you are
166. ..working,...
167. right you could talk to me all day long, but I ’ve got work to do, so you 
found it
168. easier to talk to women ?
169. I find it easier.
170. Or do you think that it was just A that you couldn’t talk to, or is it all men 
or,.?
171. All my life I’ve found it easier to talk to females.
172. And when you started to see A, where you given a choice o f whether you 
could
173. ..see a female counsellor ?
174. No.
175. Why was that do you think ?
176. I dunno. I had not idea.
177. So you didn’t have any choice really. And i f  you had choice now you ’d 
choose
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178. ..a woman. And is there anything else that you ’d like to say about the
179. ... counselling... ?
180. e rr, it’s not that bad.
181. A lso , as I  come form the team for people with Ld, some people who have Id 
have
182. Difficulty's have difficulty saying things, do you think they should be able 
to
183. ..see a counsellor?
184. What people from the ***** ?
185. (unclear)
186. I f  you had a friend in the same situations a s you would you tell them to see
a :  '
187. ..counsellor, or...?
188. (unclear) do go and see one.
189. Why would you say that.
190. They can help.
191. In what way can they help people, counsellors ?
192. They make your life better.
193. In what way ?
194. They’re all different. Sometimes and sometimes not. It depends if your in a
195. Good mood or bad mood.
196. Do you think sometimes you saw A and you were in a bad mood ?
197. No.
198. Did he put you in a bad mood then ?
199. Yeah !
200. What happened when he put you in a bad mood ?
201. I didn’t yell.
202. You felt like yelling though ?
203. Yeah.
204. What would you have liked to have yelled ?
205. ..(pause) errm anything.
206. I’m too polite.
207. I f  you could sum up A, what would you say ?
208. I would say badly.
209. Badly that’s how you’d sum him. up. Ok. Is there anything else yo u ’d  like 
to
210. Say before we finish ?
211. No
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PSYCHOLOGISTS’ VIEWS AND EXPERIENCES OF THE WORKING 
ALLIANCE WITH CLIENTS WITH LEARNING DISABILITIES.
ABSTRACT
The aim of the present study is to explore psychologists’ views and experiences of the 
working alliance with clients with learning disabilities. Responses of twenty qualified 
psychologists to a brief semi - structured questionnaire were analysed by employing 
interpretative phenomenological analysis (IPA). Data were analysed for recurrent 
themes relevant to participants’ understanding of the challenges encountered in the 
process of engaging in a therapeutic relationship and building a working alliance with 
this population, and the meanings they attached to such experiences. Many 
participants highlighted the difficulties involved in addressing issues of difference 
regarding the disability of the client and the non disability of the therapist. Also they 
alluded to the struggle in maintaining intimacy whilst also maintaining distance in the 
working alliance, and the challenges involved in overcoming practicalities such as 
communication difficulties. Difficulties negotiating intrusions into the therapeutic 
relationship, such as boundary issues and relationships with staff and carers, were also 
noted. Strategies for overcoming such challenges are identified and included, 
concentrating on counter - transference and the process of therapy, the use of 
supervision, forming working relationships with staff, and tailoring therapy to suit 
individual needs. Suggestions for further research into therapists’ experiences of 
psychotherapeutic work with this client group are discussed.
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INTRODUCTION
The term Teaming disability’ may be defined in simple terms, as consisting of three 
main components: firstly an IQ below seventy; secondly a lacking in social 
competence, and thirdly an appearance of these traits before the age of eighteen 
(Grossman, 1983). The range and diversity of difficulties that may be displayed by 
individuals with a learning disability is extremely wide and may include problems 
with communication, sensory impairments, stereotypic behaviours, and challenging 
behaviours such as self injury. Furthermore, a variety of cognitive deficits may also be 
evident, involving problem solving, speed of information processing, concrete 
thinking, and difficulties with memory and language (Jones et al., 1997).
There are many persuasive arguments as to why this group warrants targeting for 
psychotherapeutic intervention. Firstly they are more likely to experience 
psychological and emotional difficulties than people without a learning disability 
(Reiss et al., 1982). Day (1985) argues that people with mild and moderate levels of 
learning disability living in the community experience stress arising from the stigma 
and additional consequences of their learning disabilities. Also, this client group is 
particularly at risk of developing a mental illness, with the prevalence rate being 
estimated as between 25% and 40% (e.g. Iverson & Fox, 1989; Lund, 1985; Reiss,
1990). Furthermore, research has shown that people with learning disabilities are 
particularly vulnerable to sexual abuse (e.g. Turk & Brown, 1993; Elvick et al., 1990).
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It seems that historically this field has largely ignored people with learning disabilities. 
One of the main factors influencing this exclusion may be the dominance of the 
medical model and the behavioural approach to interventions within this area. As 
Bungener & McCormack (1994, p.366) have observed, “Looking back at the history of 
psychoanalysis and psychotherapy, it seems hard not to come to the conclusion that 
people with a learning disability have never been considered easily for therapeutic 
treatment”. Freud (1904) himself argued that patients without a certain degree of 
education should not be analysed. Many authors point out that psychotherapy has 
excused its lack of input for this group because there seems to be an assumption that 
lower intelligence renders the individual emotionally crippled (e.g. Brandon, 1989).
Bender (1993) suggests that another important reason for the exclusion of this client 
group from therapy may concern the relational implications of such work. 
“Psychotherapy involves intensely relating over quite a long period to another person - 
a certain kind of intimacy. The giving of this intimacy is more difficult, aversive and 
more energy consuming when that person is seen as unattractive” (Bender 1993, p .ll) . 
McCormack (1991) supports this view, postulating that people with learning 
disabilities may often be recipients of therapists’ projected self - deficiencies. These 
self-deficiencies may be more comfortably transposed onto the client than recognised 
by the therapist. Consequently, McCormack concludes that the unconscious 
anticipation of the psychological intimacy in therapy may explain the reluctance of 
psychotherapists to work with this client group. If this is the case, then therapists who 
do work with this group may need to employ a great deal of self reflection and 
awareness in their practice in order to address this issue.
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There is a body of psychotherapeutic research which finds that it is the quality of the 
therapeutic relationship which facilitates emotional gain (e.g., Frank, 1979, Hynan, 
1981). A major component of the therapeutic relationship is the working alliance. 
Based on research, individual practice, training and supervision, Clarkson (1990, 
1994, 1995) developed the idea of the five dimensions of the psychotherapeutic 
relationship. The dimensions she identifies are the working alliance, the 
transferential/counter - transferential, the reparative/developmentally needed, the I - 
you, and the transpersonal. These dimensions are said to assume different importance 
according to the type of therapy and at different times during the therapy. Clarkson’s 
(1994) view is, that in order for the therapy to be of any use a strong working alliance 
must first be established.
The working or therapeutic alliance is fundamentally the relationship between the 
therapist and the client and is viewed by Dryden (1995, p .l) as the “interpersonal 
connectedness between counsellor and client”. For this to occur there must also be the 
presence of unconditional positive regard, empathy and congruence. Bordin (1976) 
postulates that there are three components of the working alliance, i.e., tasks, bonds 
and goals. Tasks are the behaviours and cognitions that form the substance of the 
therapy process. Goals are outcomes, which are mutual targets of the intervention. 
Bonds are the complex components of personal attachments, such as trust and 
acceptance, between therapist and client. Research has shown that a good working 
alliance may be associated with positive therapy outcome (Horvath & Symmonds,
1991).
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There may be several reasons why establishing a good working alliance with a person 
with a learning disability may be especially challenging for a therapist. Firstly, this 
group of people has been shown to find it difficult to form relationships (Clegg & 
Lansdall - Welfare, 1995), and find forming long term friendships challenging (Zetlin 
& Turner, 1984). Also, many will have had lifelong experiences of rejection (Nezu et 
al., 1995) which may impact on their ability to develop trust within a relationship. 
Clarkson (1994) argues that a history of difficulties with relationships may affect any 
working alliance. In order to establish a new alliance, “historical violations”, must be 
taken into account in order that trust be rebuilt. Also, forming the alliance requires 
negotiation by both parties. As discussed earlier many people with learning 
disabilities have communication difficulties, which may make this process more 
complex. For this reason the therapist may need to be particularly adaptable.
Another factor which Clarkson (1994) suggests influences the establishment of a 
strong working alliance is that of expectancy. Clarkson (1994, p.37) postulates that it 
is vital to take into account when building a working alliance, “the effects of 
expectancy, whether conscious or out of awareness whether specific to an individual’s 
history or culturally determined”. People with learning disabilities may have 
experienced throughout their lives very low expectations of their abilities. They 
generally have less opportunity to experience aspects of life that serve to build a sense 
of worth, such as paid employment, financial independence and independence in 
general. As Stenfert Kroese et al. (1997) point out, members of this population often 
experience a long history of failure which discourages them from trusting their own
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cognitive resources, resulting in dependency and negative attributions which often 
lead to low self esteem. People with learning disabilities are not a very powerful 
group in society. They are often represented as being pathological and inferior and 
most would expect to experience a certain amount of discrimination (e.g. Reiss & 
Benson, 1982). Consequently their expectations of the quality and tangible benefits of 
any relationships, are likely to be veiy low. Unconsciously the therapist too may have 
relatively low expectations of the therapy and the learning disabled client
Clarkson (1994) also goes on to discuss the beneficial effects of a good ‘match’ 
between therapist and client on the therapeutic alliance. Although there are arguments 
for and against this idea, the fact is that it is unlikely that the therapist will have a 
learning disability. Obviously it is nearly impossible to ‘know’ how it is to be a 
member of a group that has so little power and that is discriminated against and 
oppressed in so many ways. As a result this client group would be unlikely to ever 
have the opportunity to choose a therapist who is ‘matched’ to them and their life 
experiences.
Finally Clarkson (1994, p.41) argues that it is the “personal preparation of the therapist 
which is perhaps the most important aspect of the working alliance”. This highlights 
the importance of self-reflection when working with this client group. Sinason (1992) 
postulates that working with people with learning disabilities often induces counter - 
transferential feelings of guilt, contempt and pity. In her view feelings of guilt can be 
aroused in the therapist regarding the vast differences in opportunities in life 
experiences between themselves and the client. This can be exacerbated by
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unconscious feelings of contempt and pity for that person. A therapist working with 
this client group would then have to be especially self aware and honest in order to 
recognise, accept and address such uncomfortable feelings.
Counselling psychologists and other psychotherapeutic practitioners are increasingly 
working with people with learning disabilities. Recent research in this field has 
suggested that psychotherapy is a service which psychologists are increasingly 
interested in (Nagel & Leiper, 1999), is effective (Beail, 1998), and is also valued by 
this client group (Maynard, 1998). Whilst there is a body of literature focusing on 
single case studies highlighting the insights of psychotherapeutic practitioners in this 
field, (e.g. Frankish, 1992; McCormack, 1991; Sinason, 1992; Symington, 1981), 
there is a scarcity of empirical research investigating other therapeutic practitioners’ 
views and experiences. Sucn research is essential in order to inform practice and 
develop intervention techniques within this speciality.
From the discussion above it is evident that there are many particular challenges that 
therapists in this field face when establishing the working alliance. To date there is a 
lack of empirical research which investigates how therapeutic practitioners rise to this 
challenge, and the ways they adapt their practice to do this. For these reasons the aim 
of the research is to elicit the views and experiences of such professionals on this 
matter. This may serve to illuminate links between theory, research and practice. 
Furthermore, recommendations may be forged for future professionals working in this 
field, in order that current working practices be enhanced.
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RESEARCH AIMS AND RESEARCH QUESTIONS
The overall aim of this research is primarily to ascertain the views and experiences of 
psychotherapeutic practitioners working with people with learning disabilities in 
relation to the working alliance. The goal is to use this information to begin to 
develop theory, research and practice links, and thus contribute to ideas for developing 
specific models for working psychotherapeutically within this field. The research 
questions are:
What are the views /experiences of psychotherapeutic practitioners on working 
psychotherapeutically with people with learning disabilities, with particular focus on 
the working alliance? How can these views be used to help shape future services and 
inform the practice of practitioners working psychotherapeutically within this field ?
METHOD
Participants
The participants in this study were Clinical and Counselling Psychologists working 
psychotherapeutically with people with learning disabilities. These participants were 
located by consulting the British Psychological Society (BPS) register of Chartered 
Psychologists, and also by contacting special interest learning disability groups within 
the BPS. This group of professionals was targeted as they are the main providers of 
psychotherapeutic services to this client group in the United Kingdom. Locating 
psychologists working within the learning disabilities field proved to be an unexpected 
challenge. The BPS register of Chartered Psychologists does not routinely state the 
field within which psychologists practice. The majority of psychologists who were 
contacted for this study were therefore identified through personal contacts within the
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profession. Also the BPS learning disability special interest group publishes a 
quarterly newsletter and many participants were targeted through this publication.
Due to financial resource limitations a brief semi - structured questionnaire was 
mailed to fifty psychologists. Of the fifty questionnaires dispatched twenty (40%) 
were completed and returned. The sample consisted of ten females and ten males. 
One of these participants was a Counselling Psychologist and the remainder were 
Clinical Psychologists. Of the nineteen Clinical Psychologists six (31.6%) described 
themselves as being head of learning disability psychology services, and one (5.2%) 
was also an ‘academic director’. One (5%) participant was Indian, one (5%) described 
themselves as Jewish and the remainder (90%) described themselves as White. One 
participant chose not to give their age and of the remainder who did, the mean age was 
40.8 years (range 2 8 - 5 1  years, SD = 0.19 years). Of the qualifications listed by 
participants twelve (60%) were masters level and eight (40%) were doctorate level. 
One participant was also a registered Child Psychotherapist. Four (20%) participants 
qualified in the 1970s, twelve (60%) in the 1980s, and four (20%) in the 1990s. The 
earliest year of qualification was 1971 and the most recent was 1998. The number of 
years of post qualification experience working with people with learning disabilities 
ranged from one month to twenty years, with the mean being eleven years (S.D. = 0.09 
years). Twelve (60%) of the participants had a one hundred percent learning 
disabilities caseload. Of the remainder, one (5%) had a ninety percent case load, one 
(5%) had seventy percent case load, one (5%) had sixty percent, two (10%) had fifty 
percent, one (5%) had twenty percent and two (10%) had five percent. Only one 
participant did not work exclusively for the NHS, this participant worked also in
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clinical psychology training. There was great diversity in how the participants 
described their theoretical orientation. Three (15%) psychologists reported that they 
worked exclusively from a cognitive behavioural perspective, one (5%) was 
behavioural, one (5%) systemic, one (5%) eclectic, one (5%) integrative and one (5%) 
psychoanalytic. The remainder used more than one theoretical orientation to describe 
their practice, and the approaches cited included: cognitive behavioural therapy, 
systemic, person centred, ecological, community focused, humanistic, social, social 
constructionist, solution focused, and narrative.
Design and Research Instrument
A qualitative mode of research was employed, as the aim of this approach is usually to 
explore a well defined group in detail (Smith, 1995). This approach was considered 
most pertinent for this study as it reflects the importance of understanding the meaning 
of individual experiences as interpreted through the eyes of the particular participants 
and researcher. It must be acknowledged however that this limits generalising the 
results to the wider population. Enquiring into the therapeutic practice of 
psychologists may be perceived as a sensitive issue, in that it would entail 
professionals reflecting on possible emotive areas such as counter - transference. 
Therefore a face to face interview may be perceived as a more difficult forum to reveal 
personal reflections. A postal questionnaire would ensure anonymity and perhaps 
afford practitioners a safer arena to reflect on their practice. A semi structured 
questionnaire (see Appendix I) was used to elicit data. This questionnaire began with 
a general information page concerning demographic information including: gender, 
age, ethnicity, job title, professional qualifications, year of qualification, main
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theoretical orientation, years of post qualification experience in learning disabilities, 
percentage of case load taken up with people with learning disabilities, and setting of 
current practice (NHS, private etc.). This was aimed at gaining insight into the 
diversity of the sample group.
There were seven open-ended questions in the main body of the questionnaire 
regarding practitioners’ reflections on their psychotherapeutic practice, the challenges 
involved, and the rewards they have experienced. The questions were aimed at 
focusing on different aspects of the working alliance. As Clarkson (1994) has 
identified several key components to the forming of a good working alliance the 
research questions were based around these terms (see Introduction for a detailed 
account of these components). Thus it was felt that as each of these components serve 
to contribute towards a strong working alliance, this may highlight key aspects of the 
formation of the working alliance which may be particularly challenging or rewarding 
The following areas were covered: methods of establishing the working alliance with 
this client group, challenges involved, methods of overcoming these challenges, 
rewards involved, the effects of ‘expectancy’ on the formation of the working alliance, 
impact of expectancy on the working alliance, the effects of ‘matching’ on salient 
characteristics, feelings evoked in the therapist and the impact of such feelings on the 
working alliance, methods of addressing any uncomfortable feelings, and other 
personal reflections.
A first draft of the questionnaire was discussed with two qualified Clinical 
Psychologists working with adults with learning disabilities, and also a research
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supervisor at the University of Surrey. Feedback was considered and resulted in an 
adjustment to question four, where a short pre-amble was added explaining/defining 
the term ‘expectancy’.
Ethical Approval
Ethical approval was sought through the University of Surrey ethics committee. 
Confidentiality was ensured by giving each participant a number so that names were 
not used at all in the research. Issues of confidentiality were explained to the 
participants in the covering letter of the postal questionnaire (see Appendix I).
Procedure
Each participant was sent an envelope that included a cover letter, a section on 
explanatory notes and instructions for completion, a request for a copy of the finished 
research report, and the semi structured questionnaire (see Appendix I). The request 
for a finished copy of the research report was detachable to maintain participant 
confidentiality. Participants were also assured in the covering letter that results would 
be aggregated and anonymised, so that individual practitioners will not be identified 
through the respondents’ replies. A stamped addressed return envelope was also 
included.
Evaluation/Analvsis of Data
Interpretative Phenomenological Analysis (IPA) (Smith, 1996; Smith et al., 1997, 
1999), aims for an understanding of what the participant believes or thinks about a 
topic, placing emphasis on meanings which occur through cognitive and affective
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processes. This method of analysis was selected as this affords a means of conducting 
a phenomenological inquiry into participants’ insights into, and perceptions of, their 
practice when forming a working alliance with people with learning disabilities and 
the meaning that such a process may hold for them. Such an approach also recognises 
that the research process is dynamic in nature and involves the researcher 
acknowledging and drawing upon their own conceptions to make sense of 
participants’ data through a form of interpretative activity.
The data were analysed using IPA procedures consistent with those outlined by Smith 
et al. (1999). This involved several stages. Firstly, typing up answers from all the 
questionnaires, before analysing the transcripts individually. Secondly, the first 
transcript was read repeatedly by the researcher and notes made in the form of code 
words highlighting key themes and processes. Themes may be defined as pertinent 
labels or words which capture an essential concept or quality which the researcher 
identifies in the text. Thirdly, when the whole transcript had been coded, the themes 
were re-examined to ascertain possible ways of clustering them together in a 
meaningful maimer. Fourthly, when groups of themes had been identified for the first 
interview, this whole process was repeated for each interview transcript with the aim 
of generating clusters of themes for all the participants. The process of reading 
through the transcripts facilitated the fifth stage of making summaries of themes, 
initial interpretations, and connections with other aspects of the transcripts. The sixth 
stage involved identifying common themes which seemed to reflect shared aspects of 
participants’ experiences and thoughts on particular topics which could then be more 
closely examined. The aim of this was to forge an understanding of the participants’
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experiences by identifying themes from the authors’ own personal interaction and 
interpretation of the interview data. For stage seven, the themes from the transcripts 
were listed with illustrative quotations labelled with the number of the participant. 
From this juncture relating themes were clustered into broader more general themes. 
These themes captured the essence of associations, connections, and explanations 
given by participants across their accounts. Step eight entailed a further analysis of 
some of the data by reading the transcripts once again, and some new themes emerged. 
The aim of this was to understand the participants’ experiences in more depth by 
establishing links and patterns between and within the different themes. Each cycle 
involved seeking something new in order to try and maximise precision in the final 
themes identified in the data. Finally each analytic theme was translated into a 
narrative account.
The frequency with which themes appeared in the transcripts will not be illustrated 
with percentages or numbers as the aim of the study is not to generalise to a larger 
population. For this reason adjectival phrases such as, “the majority of participants”, 
or, “one participant”, will be employed. Individual variability inevitably existed and 
not every participant reported each theme. The aim of the study however, is to outline 
shared commonalties in the accounts, as well as consider individual differences. 
Participants’ comments will be used to illustrate themes and demonstrate the range 
and diversity of experiences. As IPA is inevitably a personal process with the analysis 
being the interpretative work of the researcher, these illustrations may afford 
opportunity for criticism and re - evaluation by the reader. Due to the level of 
subjectivity involved in qualitative analysis the analysis may be difficult to assess in
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terms of traditional criteria such as reliability, as this is mainly based on an assumption 
of objective disengagement between the data and the researcher (Henwood & Pidgeon,
1992). Persuasiveness is an alternative method for assessing the reliability of 
qualitative research. This involves linking interpretations to quotations from the data 
in the analysis, thereby ensuring the analytic process is as transparent as possible and 
allowing the reader to make their own assessment of the coherence of the analysis 
(Smith 1996). In order to further ensure credibility of the analytic account, the 
analysis of the data was discussed within research supervision, where the extent to 
which it was grounded in participants’ accounts was thoroughly checked. To 
additionally enhance the reliability of the data, two annonymised completed 
questionnaires are included in Appendix II. This gives the reader further opportunity 
to make their own assessment of whether the researcher’s interpretation of the data is 
persuasive.
The analysis focused on the participants’ experiences of forming a working alliance 
when working therapeutically with people with learning disabilities. Through a 
sustained engagement with the phenomenology of the transcripts and a process of 
analysis, meanings were interpreted by the researcher. The analytic account therefore 
may be seen as the joint result of the reflection of the participants’ and the author’s 
interaction with their stories. Quotations from interview transcripts are shown in 
italics. Numbers were assigned to each participant and will be used throughout the 
analysis to indicate the source of each quotation.
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ANALYSIS 
Difference
Perhaps it is inevitable that the theme of difference should emerge so significantly 
from the data. For the purpose of the study the client group focused upon had a 
learning disability and obviously the therapists - all psychologists - did not. Many 
participants highlighted, in varying forms, the difference between themselves and the 
client. This theme of difference is one which authors such as McCormack (1991) and 
Sinason (1992) have described in their accounts of their own individual therapy with 
this client group, and it seems that participants in this study shared this experience. 
This powerful difference may impact on the therapy and therefore on the working 
alliance. Many participants’ data expressed both the minimisation of difference, and 
the need to acknowledge the pain of the difference. Perhaps this reflects the 
participants’ struggle between wanting to see the person and not just the disability, 
whilst also recognising the emotive feelings that having a disability may evoke. These 
two sub themes will be explored in turn.
Minimising the Difference
This sub theme highlighted the participants’ ways of minimising the difference 
between themselves and their learning disabled client. This surfaced and resurfaced in 
the majority of the participants’ transcripts. Some participants seemed to minimise the 
difference by stressing commonalties. For example:
“I  have had clients with learning disabilities with whom I  have had common 
interests” (PIO).
‘7  have many things in common with people with learning disabilities” (PI 5).
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These comments may indicate a concern to see past the disability and label, by 
reminding the author that the clients are people with similar ‘interests’. By 
highlighting similarities the ‘match’ between the therapist and the client may be 
reinforced, strengthening the working alliance (e.g. Clarkson, 1994). Highlighting 
commonalties may also be the participants’ way of strengthening the ‘bonds’ (Bordon, 
1976) of the working alliance, since it can be argued that it is easier to feel empathy 
for someone with whom one shares similarities.
Other participants minimised the difference by questioning the assumptions 
underpinning the label of learning disability. For example:
“it is only in an administrative sense that ‘people with ’ and ‘people without ’ learning 
disabilities form two separate populations” (P3).
“I  don’t think people with learning disabilities divide the world into those with and 
without learning disabilities even i f  we do ” (PI 7).
Many pointed out that this population is not a separate entity but merely a group 
defined by society, and questioned the relevance of focusing on the difference. For 
example:
“I  am wary o f the notion o f  there being a population without learning disabilities as i f  
it is in some way homogenous ” (P4).
Other participants seemed to want to minimise the ‘differentness’ of this client group, 
by stressing similarities with other disadvantaged populations. For example:
“I  have fe lt more strongly when working therapeutically with people without learning 
disabilities who have been damaged/disadvantaged” (PIO).
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“similar in some ways to work with other devalued groups” (PI 7).
These illustrations may be the participants’ attempts to ‘normalise’ clients and stress 
that they are individuals and not just members of a particular client group. Perhaps 
this is linked to the philosophy of ‘normalisation’ (Wolfensberger, 1972), which 
underpins most of the current approaches to working in this field. Also, this may be 
one way of dealing with the ‘pain of difference’, to minimise it by highlighting the 
‘pain’ and difference of other groups of people. It may also be a reflection of the 
clients’ efforts to minimise their differentness, since research has suggested that 
people with learning disabilities do not tend to spontaneously use this label in self 
descriptions (Finlay & Lyons, 1998). If this is the case then it may be particularly 
difficult to openly address this ‘difference’ in the therapy, since this suggests that it 
may be up to the therapist to choose whether to verbally acknowledge this matter.
Addressing the Difference.
The minimisation of difference by the participants was balanced with many references 
to the fact there is an undeniable difference and also that such a difference is painful to 
address. For example:
“it is painful to think about this difference (disabled Vs non - disabled) ” (P7).
This comment illustrates the point very succinctly that the main difference is the 
presence of a learning disability. It does not specify whether the pain is experienced 
by the client or the therapist, so perhaps there is an assumption that this pain is felt by 
either party during the therapeutic encounter.
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The challenges and pain of addressing the difference were common themes throughout 
the data. For example:
“it can be very difficult to be empathetic to individuals who are very different from  
yourself’ (PI 8).
“Clients hold enormous pain the pain o f being different. The therapist must be able to 
hold and contain these feelings. Can we stay with the disability, do we have the 
‘stomachfor it’” (?\).
Bordin (1976) states that one of the components of the bonds of the working alliance 
is that of acceptance. In this case part of such an acceptance would entail accepting 
the ‘disabled’ aspect of the clients’ self. Perhaps struggling to address the pain of the 
difference, and to contain any negative uncomfortable feelings this aroused within the 
therapeutic relationship, was part of the participants’ work to strengthen the bond. 
Participant number one’s use of the phrase, ‘do we have the stomach for it’, may 
imply a sense of revulsion that addressing such a difference may evoke. This 
participant’s comments illustrate the common theme in the data of the struggle 
between the need to address the difference, whilst also being wary or fearful of the 
‘indigestible’ feelings that this may evoke.
However there did seem to be a consensus that it is essential to address the disability 
in the therapy. For example:
“it is important to stay with their disability” (PI).
“the therapist has to confront their visible differences, the fact that they are learning 
disabled and I  am not” (PI).
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Unfortunately there was little evidence in the data of strategies participants employed 
to do this. In fact the participants seemed to indicate a concern about how to contain 
the pain of difference in the therapeutic relationship, and an awareness of the pitfalls 
involved in acknowledging this difference. For example:
“there is an insidious tendency (which does not cease to function simply because I  am 
aware o f  it) to base my thinking about the client on the assumption that I  am ordinary 
and normal, while he/she is abnormal and different” (P3).
“I  make it very clear from the outset that I  cannot make them physically normal” 
(P13).
Intimacy and Distance
The challenges of working with people’s disability and differences was highlighted 
again by the theme of intimacy and distance. In this sense intimacy refers to the 
‘bonds’ (Bordin, 1976) aspect of the working alliance, the close personal attachments. 
Forming such an attachment may stimulate uncertainty and negative feelings in the 
therapeutic encounter. For example:
“It is important to stay with their disability to stay with the pain o f not knowing, their 
helplessness, their numbness” (PI).
This comment describes the need to ‘stay’ with the difference mentioned earlier, 
whilst also depicting the powerless feelings this may evoke. Participant number 
eleven summed this difficulty up:
“the client has so much less power, and is so used to such positions that efforts (by the 
therapist) to combat this through empathie pursuits have to be balanced with a degree 
o f ‘distance ’ which is subtle but important in achieving progress”.
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Thus there seems to be a sense that conveying empathy in the working alliance and 
staying with the difference requires caution, the need to maintain distance. This may 
suggest that not keeping a distance, or getting too close or too intimate, is inadvisable, 
or unproductive.
Some participants seemed to distance themselves from negative and painful feelings in 
the therapeutic relationship by emphasising professional experience in the field as if 
this provided some kind of protection from difficult feelings. For example:
“In the very rare instances that I  have felt over involved, [I] withdrew completely, or 
withdrew for a period o f time ” (P9).
“It is a long time since I  started working with people with learning disabilities there 
are no more uncomfortable guilty feelings left in me ” (PI 3).
“Being a relatively experienced practitioner I  tend to take much o f  my work in a 
relatively neutral way " (PI8).
The participants quoted above all stated that they had many years of experience in 
their practice, and it seems that they felt that this served to ‘dilute’ uncomfortable 
responses in the therapist. This is in contrast to the majority of participants who 
reported a wide range of strong negative feelings evoked in the therapy. Recurrent 
across the transcripts were reports of: anger, pity, contempt, hatred, disgust, sadness, 
boredom, guilt, helplessness, and numbness. These mirror feelings of counter - 
transference described by other authors in the field such as Sinason (1992). The 
importance of addressing the counter - transference was stressed by many participants, 
for example:
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“It is important to recognise this ‘counter - transference’ as it can he very useful in 
developing a working alliance, voicing these feelings reflecting hack and connecting 
their past experiences/traumas with the current therapeutic relationship ” (PI). 
Obviously these are feelings which therapists might find very uncomfortable, and 
would need to address. When the participants’ feelings became too intense to bear 
most reported that they would address this in supervision.
“The importance o f supervision to help decide who owns what feelings and why is 
also very important so as not to get ‘lost’ in the process” (P20).
Once again this highlights the participants cautionary tone of not becoming too 
intimate, of maintaining distance in order to avoid becoming engulfed in the 
therapeutic relationship.
Only two participants stated that they used their personal therapy as a resource for 
dealing with difficult feelings evoked in themselves by their work. One of these 
participants was a counselling psychologist and the other was a newly qualified 
clinical psychologist. In view of the emotive issues which the majority of participants 
stated were evoked in therapeutic practice in this field, it is perhaps surprising that 
only two mentioned personal therapy. It could be that many did use this as a resource 
but chose not to mention it in the study.
Intrusion
A major theme in the data was concerned with forms of external pressure, which were 
said to intrude into the therapy and thus impact on the working alliance. For example: 
“These outside influences can interfere significantly with the working alliance” (PI).
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“The external pressures are probably the greatest source o f  pressure on the working 
alliance ” (P4).
These intrusions seemed to centre around staff and carers who were involved with the 
clients. Many participants reported difficulties in maintaining a balance between co - 
operating with these significant others and yet maintaining therapeutic boundaries. 
For example:
“Significant others tend to be more involved (carers, advocates, guardians) with 
people with learning disabilities than with many o f  my other clients, and they tend to 
have expectations (about consent, disclosure, autonomy etc.) that are not conducive to 
establishing and maintaining the working alliance ” (P3).
Such difficulties were said to interfere with the working alliance in many ways. 
Firstly many participants noted that the majority of referrals for therapy were made by 
staff and not by the clients themselves. 3 his was said to have had an impact on the 
motivation of the client and also on the perceptions of what the therapy was to be used 
to address.
“The referral often comes from their carers/families not themselves. They often have 
different views from staff/families about what the problem is” (P5).
“I f  the staff have referred the client there is always the danger that the client does not 
want to use the therapy and feels coerced” (P7).
This may impact on the ‘goals’ component of the working alliance as described by 
Bordin (1976). It is difficult to establish mutual targets of intervention if a client has 
been referred for example, to address bereavement issues, but chooses to focus on 
relationship issues. The therapist would be inclined professionally to concentrate on
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the clients’ chosen goals. This may however involve liasing with referrers, to discuss 
this change in focus. Furthermore, this will also impact on the working alliance by 
involving a third party to a certain extent in the identification of the goals of the 
therapy.
The strong presence of staff in clients’ lives was also said to impact on the boundaries 
of the therapy. One participant referred to the “open book nature o f  people’s lives ” 
(P7), in that staff seemed to expect to be party to information from the therapy. This 
may be an issue that is common when working with this client group as many clients 
live in supported accommodation. There seemed to be concerns as to how to deal with 
this consistently. Participants talked about being “seduced” (PI3) and under pressure 
to share information. Strategies which were mentioned were to ask another colleague 
to deal with liaison with staff.
“Where possible I  work with a colleague who can feed back themes o f  the work 
without compromising my commitment to confidentiality o f clients” (P7).
There may not however, always be the resources to have two professionals involved 
with a client in this way. At the same time there was ambivalence in that many 
acknowledged the invaluable role that staff do have and the inevitability of involving 
them in the therapy to some degree. They may be able to give background information 
and personal histories and be best placed to offer feedback as to the client’s 
behaviours at home and their reactions before and after therapy. For example:
“It is sometimes necessary to share themes o f work with staff to ensure the therapy is 
supported at home ” (P7).
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Also, as they may have referred the clients, they may want to be made aware of the 
quality of service they are receiving.
However participants also noted that staff may have a negative impact on the therapy. 
For example:
“may sabotage the therapy unknowingly or out o f envy for the therapist who only has 
to spend an hour with the client rather than eight hours” (PI).
“Other activities can disrupt a series o f sessions, care staff not always reliable at 
prioritising appointments” (PIO).
“Staff being seen as the ‘experts ’ and advising the client in a direct manner. This 
includes staff’s expectation o f the psychologist’s role ” (P13).
These themes resonate with literature such as that by McCormack (1991), who has 
acknowledged the impact of staff on the therapeutic relationship. He suggests that 
they may ‘attack’ and sabotage the therapy due to their own feelings of guilt and envy. 
He points out that staff working in this field are often devalued and underpaid, feel 
overworked and stressed themselves, and may become jealous and angry that their 
clients are receiving therapy and not them.
The working alliance refers to the relationship between the therapist and the client and 
the fact that there seems to be constant intrusion on this dyad may impact on its 
strength. The clients may be aware to varying degrees that some information may be 
shared and that their carers are ‘intruding’ into the session in some form or another. 
The confusion and inconsistency in how to address this problem understandably
170
seemed to concern the participants. This may be an area for fiirther investigation. 
One interesting approach suggested by a participant was to:
“forge a similar alliance with primary care takers” (PI 8).
This seems to be suggesting forming a kind of ‘secondary’ working alliance, outside 
of the therapy, which serves to support the therapist and the client in their therapeutic 
relationship. It might be interesting to evaluate therapy outcome and satisfaction 
comparing work where a secondary therapeutic alliance has been formed with the 
staff/family involved with the service user.
Another possible interpretation of this phenomenon is that perhaps unconsciously the 
therapists court involvement from the carers. This may serve to help them distance 
themselves from being with the pain of disability and avoid real one - to - one 
intimacy, with what Bender (1993) describes as this ‘unattractive’ client group. 
Certainly some of the participants in their transcripts appeared to distance themselves 
from their data. This was suggested by frequent use of the third person to describe 
feelings and thoughts, such as ‘the therapist should....’, the absence of case examples 
to illustrate points, and quoting and referencing leading authorities in the field. This 
seemed to evoke a sense of distance, of the participants delivering their thoughts in a 
detached professional manner, and with there being no sense of their sharing more 
personal revealing feelings and experiences. Perhaps this may not have been so 
evident if the study had been conducted in the form of face to face interviews.
Practical difficulties were also mentioned as impacting on the working alliance, such 
as transport, lack of suitable rooms, and missed appointments. For example:
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“escorting and transport can he huge problems i f  they are not planned properly and 
other people do not fully understand the rules/boundaries o f therapy” (PI).
“Poor facilities for appropriate psychotherapeutic work near the individual e.g. 
offices” (PI8).
This may serve as a further intrusion into the therapy, and breaks of the therapeutic 
frame, and may also impact on the quality of the therapeutic encounter offered. Other 
practicalities mentioned were the need to take things much more slowly, to slow the 
pace of the therapy, resources permitting. For example:
“I  allow more time and proceed more slowly” (PS).
“Frustration sometimes arises when I  would like things to move faster instead o f  
allowing them to move at their own pace. This can impact negatively on the working 
alliance ” (P8).
Also the participants frequently cited the difficulties encountered in forming the 
working alliance in relation to communication barriers which can take time to 
overcome. Strategies to overcome these difficulties mainly focused on adapting and 
tailoring the therapy to suit the needs of the individual. For example:
“One o f  the main difficulties is how do you interact with clients with learning 
disabilities? How much do they understand cognitively? I f  I  use words will they 
understand them? How should the therapist use words? Do they have meaning? ”
“Spend some time on just developing ways o f communicating” (P6).
These illustrations may indicate in the participants a confusion in ‘not knowing’. In a 
sense this relates again to the issue of difference. McCormack (1991) and other
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authors have stated that a learning disability is a shared disability, i.e., the clients’ 
disability in communicating, and the therapists’ in understanding. This may arouse 
difficult feelings of disability in the therapist. Also, in forming the working alliance, 
negotiation is required by both parties. This may be more challenging when 
compounded by communication difficulties and may perhaps slow the pace of the 
therapy and, subsequently, the forming of the working alliance.
In conclusion it seems evident that forming a working alliance with this client group 
involves many challenges which still need to be specifically addressed. As one 
participant put it “working with the learning disabled population therapeutically is in 
its infancy. It is up to us who are in the field  to provide the best practice ” (P4).
OVERVIEW
Considering the participants’ diversity of theoretical orientation, and range of number 
of years of post qualification experience in the field, there seemed to consistency 
regarding the themes and issues which arose from their data. However, the small 
sample size limits the generalisability of the study and it is therefore difficult to 
estimate the extent to which these findings may be typical of the views of other 
practitioners in the field. The results yielded may be effected by a response bias, in 
that psychologists who have a special interest in working psychotherapeutically in this 
field may be more likely to have responded than those who do not favour this form of 
intervention. Another limitation of the study is that the questionnaire gave very little 
explanation as to the definition of the term working alliance. The first question briefly 
attempts to explain this term as ‘the relationship between the client and the therapist’.
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However this is a very- succinct definition of a multifaceted term. This limits the data 
in that it means that participants may have had individual interpretations of how they 
understand this term, thus their answers could have originated in a variety of 
conceptualisations of this phenomena. Obviously a face to face interview may have 
afforded the researcher an opportunity to explain the term in detail and respond to any 
relating questions.
From the data elicited it seems that the participants viewed the main ehallenges of 
forming the working alliance with this population as being addressing issues of 
difference and also dealing with practicalities, such as communication difficulties and 
liasing with staff. It seems that their experiences of rising to these challenges often 
involved feeling confused and uncertain. This is perhaps not surprising given the lack 
of established research and therefore lack of information to draw upon to guide best 
practice. Participants seemed to deal with this difficulty by making use of supervision 
and in some instances by maintaining a ‘professional’ distance.
The theme of difference emerged strongly from the data. A criticism of this finding 
could be that this theme could have been prompted by those questions which spoke of 
differences in their preambles (see Appendix I) in the questionnaire. This difficulty 
may be the result of trying to balance in the questionnaire between the need to remain 
neutral and open with the questions whilst also wanting to explain clearly terms used 
in these questions. As mentioned earlier this problem could have been avoided with a 
face to face interview, thus if any terms had not been understood by participants they
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could have asked the interviewer. This would not have been possible with the postal 
questionnaire.
On reflection it would have been useful to have asked participants if they were 
currently engaged in personal therapy as part of the demographic information sought 
in the questionnaire. Clarkson (1994) states that the ‘personal preparation’ of the 
therapist is essential to forming a good working alliance. McCormack (1991) also 
discusses this and stresses the importance of therapists being aware of their feelings 
about handicaps in others and themselves. If therapists do not acknowledge their 
internal conflicts about difference and disability they may have negative feelings 
towards those with ‘handicaps’, as they may remind them of their own psychological 
and/or social ‘disabilities’ which they would rather not acknowledge. People with 
learning disabilities can therefore become recipients of projected deficiencies which 
can be despised in a safer manner by the therapist if they are transposed onto someone 
else, for example the client. Failing to acknowledge these difficulties may reduce the 
‘personable preparedness’ of the therapist and thus weaken the working alliance.
One difficulty in assessing the implications of this study for the profession of 
counselling psychology is, that of the twenty respondents only one was a counselling 
psychologist and the remainder were clinical psychologists. Perhaps this reflects the 
current proportion of psychotherapeutic practitioners employed in this field. Also it 
may reflect the fact that counselling psychology is a new profession, so there are fewer 
qualified counselling psychologists currently practising than clinical psychologists. It 
may have been interesting to have compared the views of counselling psychologists
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working in this field to those of clinical psychologists. In particular, the finding that 
personal therapy was not alluded to in the data to any significant extent may be linked 
to the fact that clinical psychologists are not required to undertake personal therapy as 
part of their training. As counselling psychologists are required to have personal 
therapy, it may have been interesting to see whether they drew on this experience and 
mentioned it in their answers. Obviously the fact that counselling psychologists are 
required to undertake personal therapy during training does not mean that they will 
carry this on post qualification although, even if they have not continued this they may 
still draw on their experienees of their past therapy to inform current and future 
practice.
It could be argued that there was a lack of process information in the analysis of the 
current study. This could be a result of using a postal questionnaire which means that 
there is not the opportunity to engage with participants and ask them to elaborate on 
pertinent points, as there might be in an interview situation. Many of the participants 
used bullet points to illustrate their answers. Whilst this left space for more factual 
information it did so perhaps at the expense of more discursive reflective answers. 
This may reflect the shortage of time available to clinicians working in the NHS, as all 
the participants were. Perhaps if practitioners had been interviewed personally this 
may have facilitated more in depth responses.
From a theoretical perspective this study may suggest that there are particular 
challenges to forming a working alliance with this client group. The data suggested 
that there is a need to focus on ‘accepting’ the disabled aspect of the client and
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therapist within the bonds aspect of the working alliance. This impacts on the benefits 
of the ‘personal preparatedness’ of the therapist as described by Clarkson (1994). 
Furthermore, communication difficulties may increase the need to focus on the process 
of the therapeutic encounter and heighten the importance of using counter - 
transference to make sense of the therapeutic dyad. Also, the tasks and goals of 
therapy may be interrupted and ‘contaminated’ by intrusions from significant others.
A pertinent implication for practice which emerged from the analysis is that of 
overcoming communication difficulties with this client group. Perhaps this highlights 
the importance of concentrating on the process of the therapy, rather than the content 
of the sessions. This focus on the therapeutic relationship, forms the epistemological 
underpinnings of counselling psychology training and equips this profession with the 
skills and potential to be innovators in this field. There are a variety of possible ways 
the findings from this study may be used to inform therapeutic practice in overcoming 
the challenges of working in this area. From the data elicited it seemed evident that 
extra time would need to be allocated to afford the building of the working alliance 
with this population. This allows the therapist and client time to overcome 
communication barriers and to diminish any ‘historical violations’ as outlined by 
Clarkson (1994). By concentrating on the process of the therapy and using counter - 
transference, some communication difficulties may be diluted. This does however 
have implications for professionals in that it increases the need for personal insight 
and reflection. Regular supervision and personal therapy may be essential in helping 
practitioners to ascertain which aspects of the counter - transference belong to the 
therapist and which are part of the therapeutic process.
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A striking aspect of the data is the focus on the challenges involved in the 
practicalities of engaging in a therapeutic relationship with this client group. For 
example, the participants’ emphasis on the difficulties maintaining boundaries 
regarding confidentiality and carer/ family involvement. A possible strategy for 
therapeutic practice may be for the therapist to be especially aware of the importance 
of defining boundaries very clearly at the outset of the therapy. Unlike other 
therapeutic encounters this may need to be done with the client and the significant 
others. Perhaps this could form part of the building of a so called ‘secondary working 
alliance’, in this way all parties in this triad can be clear of their role and the 
expectations of their participation in the therapy. Or, perhaps, when possible practice 
can be improved by enlisting the assistance of a colleague to be involved in 
communications with significant others outside of the therapy. The therapeutic 
boundaries may be supported by vigilance in maintaining a consistent therapeutic 
frame; by, for example, insisting on respectful safe therapy rooms (sound proofed, 
away from home and day care settings, appropriate decor), consistent room space and 
regular time slots. These practicalities may seem obvious but within the context of 
poorly funded NHS settings, they can be difficult to establish and maintain.
As mentioned earlier in this study people with learning disabilities are a diverse 
population with a wide variety of communication skills and needs. In order to 
overcome communication difficulties within the therapy, practitioners may need to be 
expert in tailoring therapy to suit individual needs. This may involve a good 
knowledge of a variety of psychological approaches in order to be able to integrate
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these for maximum client benefit. This fact along with the importance of the use of 
counter - transference in this field suggests that professionals within this speciality 
need to have a high level of professional training in order to do justice to this complex 
population.
It may be interesting for future research to focus on the training which counselling 
psychologists and other practitioners receive regarding work with this population. As 
this is a new field it is likely that counselling psychologists will be increasingly 
working with this population, and training courses need to reflect this trend in their 
syllabuses, in order that the profession be at the forefront of developing practice in this 
field.
There is little research examining the challenges involved in offering a 
psychotherapeutic service to this client group and the experiences of those involved in 
this type of service delivery. The response to this study may indicate a consistency 
with recent findings (Nagal & Leiper, 1999), suggesting that there is an increasing 
interest amongst psychologists in this field and a desire to contribute to, and generate 
discussion around, research into the development of this area. Counselling 
psychologists and other therapeutic practitioners working in this field have an 
opportunity to contribute to the development of quality services, and to the generation 
of more theory, research, and practice links in this speciality.
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Appendix I
Sarah Maynard 
PsychD Psychotherapeutic & 
Couselling Psychology 
Psychology Department 
University of Surrey 
Guildford, Surrey 
GU2 5HX 
Tel: 01483 259176
15th January 1999
Dear
I am a third year PsychD Trainee Counselling Psychologist at the University of Surrey. 
Currently I work as part of the Community Team for People with Learning Disabilities 
in *****, London.
My specialist research interest is in the development of psychotherapeutic services for 
people with learning disabilities. For my second year research I evaluated service 
users with learning disabilities, views of a psychotherapeutic service. This year I am 
focusing on the views and experiences of psychotherapeutic practitioners. In 
particular I am interested in the development of the working alliance when working 
psychotherapeutically within this field. As you are no doubt aware this is an area on
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which there is very little literature, so by researching this field I hope to contribute to 
the development of professional practice and services within this field.
I would be very grateful if you could find the time to participate in this research by 
completing the short questionnaire and consent form attached. Please return these in 
the stamped addressed envelope provided, preferably before the 1st March 1999. All 
information provided will be treated in the strictest confidence and no individual or 
organisation will be named in any written report
Thank you for your assistance. If you require any further information or would like a 
copy of the finished research please do not hesitate to contact me.
Yours sincerely
Sarah Maynard
Trainee Counselling Psychologist.
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Psychotherapeutic Practitioners’ Views And Experiences Of The 
Working Alliance With Clients With Learning Disabilities.
Explanatory notes and instructions for completion.
When completing the questions that follow in the next pages, please draw upon and 
give examples from your own clinical experience in as much detail as you feel able.
If you need more space than is provided on the questionnaire form please continue on 
a separate piece of paper clearly indicating the number of the question to which you 
are responding. If you do not answer a question I will assume that this was not 
relevant to your clinical experience. If you encounter a question to which you feel an 
earlier answer applies, just note this and refer back to your earlier answer. Please 
return your completed questionnaire in the stamped addressed envelope provided by 
the 20* February 1999.
If you prefer you could record your answers onto audiotape and enclose in the stamped 
addressed envelope provided. If you choose to do this please indicate clearly which 
questions you are responding to. The tape will be transcribed and then wiped. If you 
would like the tape to be returned to you please provide an address to send it to.
Request for Copy of Finished Research Report
If you would like a copy of the finished research report please complete the details 
below and return in the stamped addressed envelope provided, with your 
questionnaire. This information will immediately be separated Irom your 
questionnaire answers and stored separately so that there will be no connection 
between your identity and the data.
Name .....................................................................
Address
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General Information
Please tick as applicable or write in the space provided.
1. Male ___________ Female__
2. A g e ---------
3. Which of the groups listed below would you say you belong to ?
White____________________________________
Black - Carribean______________________ ____
Black - African ____
Black - Other ____
Indian ____
Pakistani ____
Bangladeshi ____
Chinese ____
Other (please specify): __________________
4. Job Title:
5. Professional qualifications.
6. Year of qualification.
7. Main Theoretical Orientation(s) of your therapeutic work.
8. Years of post qualification practice within the field of learning disability.
9. Percentage of caseload taken up with people with learning disabilities.
10. I am involved in:
* NHS practice.
* Private practice
* Both NHS & Private practice
* Other (please specify)
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Exploring the Working Alliance
1. If the working alliance is defined as being fundamentally the relationship between 
the client and the therapist, what are some of the main challenges that you encounter in 
establishing a ‘good’ working alliance with people with learning disabilities ?
2. In what ways, if any, do you consider forming a working alliance with this 
population to be different to forming a working alliance with a population without 
learning disabilities?
191
3. Thinking about the challenges you identified in Question 1, what strategies or 
approaches do you employ to overcome any difficulties in establishing a working 
alliance with people with learning disabilities ?
More Specific Aspects Of The Working Alliance
4. Clarkson (1994) suggests that the effects of ‘expectancy’ may damage the forming 
of a working alliance. Thus if a therapist or client has low expectations of the therapy 
or each other, the working alliance may be adversely affected.
a) What are your reflections regarding your expectations in therapy with people with 
learning disabilities ?
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4. b) In what ways do you think these expectations impact on the working alliance ?
5. In the literature on the working alliance there is an emphasis on the potentially 
valuable role played by matching the therapist and the client on salient charaeteristics. 
However this does not occur within this therapeutic context, in that the therapist will 
not have a learning disability and the client will. Thus there will inevitably be issues 
of difference within the therapy. What are your experiences of the effects (if any) of 
this difference (and other differences) upon the working alliance in therapy with 
clients with learning disabilities ?
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6. People with learning disabilities may evoke strong feelings in others, including 
therapists, because for example, of their disability and social position (Sinason 1992).
a) How do you think any such feelings evoked in you impact on the working alliance?
b) How do you address any uncomfortable feelings in yourself?
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7. Please outline any other personal reflections pertinent to forming a working 
alliance with people with learning disability, which have not already been covered.
Thank you very much for your assistance.
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APPENDIX II 
PIS
Exploring the Working Alliance
1. If the working alliance is defined as being fundamentally the relationship 
between the client and the therapist, what are some of the main challenges that 
you encounter in establishing a ‘good’ working alliance with people with learning 
disabilities ?
Communication issues.
The nature of referrals i.e. people are referred via others to whom they are causing 
‘problems’ therefore little ownership of the problem.
Poor facilities for appropriate psychotherapeutic work near the individual e.g. offices.
2. In what ways, if any, do you consider forming a working alliance with this 
population to be different to forming a working alliance with a population 
without learning disabilities?
More ethical Q’s about who owns the information (related to second point above.) 
Also issues related to client/staff agenda differences.
It can be difficult to be empathie to individuals who are VERY different from 
yourself.
3. Thinking about the challenges you identified in Question 1, what strategies or 
approaches do you employ to overcome any difficulties in establishing a working 
alliance with people with learning disabilities ?
Various augmented methods of communication/involving others in T.
Being clear about responsibilities and the nature of contact with individual and carers. 
People being brought to the office.
More Specific Aspects Of The Working Alliance
4. Clarkson (1994) suggests that the effects of ‘expectancy’ may damage the 
formation of a working alliance. Thus if a therapist or client has low 
expectations of the therapy or each other, the working alliance may be adversely 
affected.
a) Can you outline any expectations that you may bring to therapy with people 
with learning disabilities ?
Clearly there are issues about understanding and application. However, my general 
experience suggests that for verbal individuals, with a moderate degree of 
understanding simple cognitive and behavioural techniques can be effective. For 
people with more severe disabilities I will often work partly through other staff.
4. b) In what ways do you think these expectations impact on the working 
alliance ?
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They can prevent its development 'with people who have more severe disabilities.
Here I forge a similar alliance with primary care takers.
5. In the literature on the working alliance there is an emphasis on the 
potentially valuable role played by matching the therapist and the client on 
salient characteristics. However this does not occur within this therapeutic 
context, in that the therapist will not have a learning disability and the client will. 
Thus there will inevitably be issues of difference within the therapy. What are 
your experiences of the effects (if any) of this difference (and other differences) 
upon the working alliance in therapy with clients with learning disabilities ?
See (2). While problems can occur, it is possible to develop an effective alliance with 
many individuals based on mutual respect of strengths.
Other differences pertain to status/lifestyle possibly gender etc. Often allocation of 
referrals takes these factors in to account as much as possible.
6. People with learning disabilities may evoke strong feelings in others, including 
therapists, because for example, of their disability and social position (Sinason 
1992).
a) During your therapeutic work with people with learning disabilities, what 
sort of feelings are invoked in you about the client group ?
How strong would you say these feelings are ?
In what ways (if any) do you think these feelings impact upon the working 
alliance between you and your clients ?
Being an experienced practitioner, I tend to take much of my work in a relatively 
neutral way. However, when faced with new challenges feelings can be evoked. For 
example, 1 have started to work with sex offenders recently and have found it difficult 
to cope with some of their descriptions of offences. This has clearly made it difficult 
to form an effective therapeutic alliance.
b) How do you address any uncomfortable feelings in yourself ?
Through supervision and less formal contact with colleagues.
By distancing self from the acts of the offenders e.g. taking an interest in the 
INTELLECTUAL challenge posed by the work.
7. Please outline any other personal reflections pertinent to forming a working 
alliance with people with learning disability, which have not already been 
covered.
Need to adapt style/presentation to the individual.
Need to spend a bit more time often shorter more frequent sessions.
Need to understand the CONTEXT in which the individual lives and this may only be 
done through others or visits.
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Exploring the Working Alliance
1. If the working alliance is defined as being fundamentally the relationship 
between the client and the therapist, what are some of the main challenges that 
you encounter in establishing a ‘good’ working alliance with people with learning 
disabilities ?
People being referred without wanting to have therapy themselves.
Boundary issues re being involved (often) with C’s carers also.
C relying on others for transport/private space in own home (if can’t be seen in clinic). 
My own skill deficits in working with people with more severe LD.
2. In what ways, if any, do you consider forming a working alliance with this 
population to be different to forming a working alliance with a population 
without learning disabilities?
To me, WA means equal... it often seems more difficult with PLD to enable them to 
take on responsibilty for their feelings and actions/make their own decisions. Often 
this is the actual goal of T.
3. Thinking about the challenges you identified in Question 1, what strategies or 
approaches do you employ to overcome any difficulties in establishing a working 
alliance with people with learning disabilities ?
Give space to decide for themselves whether they wish to have T, with me, now. 
Attempt to involve others in dealing with carers needs or do this myself and supervise 
another’s work with C.
Do a lot of CO - ordination/information giving about need for regular, uninterrupted 
work.
Look for more training/arranged supervision by psychotherapist working with LD 
team at Tavisock clinic London.
More Specific Aspects Of The Working Alliance
4. Clarkson (1994) suggests that the effects of ‘expectancy’ may damage the 
formation of a working alliance. Thus if a therapist or client has low 
expectations of the therapy or each other, the working alliance may be adversely 
affected.
a) Can you outline any expectations that you may bring to therapy with people 
with learning disabilities ?
I wonder if I am going to have difficulty in explaining what I do / how I propose to 
help.
Expect their understanding may be limited.
Wonder if I can be of use to them.
Expect their problems to overwhelm me.
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4. b) In what ways do you think these expectations impact on the working 
alliance ?
I feel nervous, explain too much, and don’t listen properly.
They feel more nervous, get overwhelmed, experience a lack of empathy which ma be 
conveyed to me.
I jump in too quickly with asking Q’s, offering ‘solutions’, and ‘interpretations’. They 
feel their problems are more ‘trivial”  not properly listened to contained, begin to feel 
more overwhelmed. Which I pick up and here we go again.
5. In the literature on the working alliance there is an emphasis on the
potentially valuable role played by matching the therapist and the client on 
salient characteristics. However this does not occur within this therapeutic 
context, in that the therapist will not have a learning disability and the client will. 
Thus there will inevitably be issues of difference within the therapy. What are 
your experiences of the effects (if any) of this difference (and other differences) 
upon the working alliance in therapy with clients with learning disabilities ?
Envy - of my status, power, life experiences and possibilities.
Some C’s find these feelings hard to express, may stay away until I verbalise this and 
appear prepared to think about what it feels like to them.
Others feel they want me as their friend, must not admit own difficulties, deny that the 
relationship is a helping one when always having to be dependent on others is so 
painful for them - so are quite resistant.
Feelings of my incompetence - could I understand their circumstances which are so 
different from my own in many ways and what difference could I make to that ? see Q 
4b.
6. People with learning disabilities may evoke strong feelings in others, including 
therapists, because for example, of their disability and social position (Sinason 
1992).
a) During your therapeutic work with people with learning disabilities, what 
sort of feelings are invoked in you about the client group ?
How strong would you say these feelings are ?
In what ways (if any) do you think these feelings impact upon the working 
alliance between you and your clients ?
Pity Strong, wanting to reassure, help, not allow person their feeling, or find their 
own way through.
Anger sometimes strong - exasperation, turning away, not listening properly.
Envy occasionally think - they have it easy, no pressure of work, to trivialise 
problems, ‘look on the bright side’, discourage person form verbalising their pain. 
Dislike Occasional - feel stilted (watching myself closely to avoid client
knowing), hard to admit and yet useftil to look at own feelings and think about what it 
is in C arouses in me - perhaps other people also - C may feel a lack of empathy.
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b) How do you address any uncomfortable feelings in yourself ?
Try to think about them, sometimes with supervisor or colleagues.
Feel they are very important - yet also feel embarrassed/guilty/ashamed.
Read about counter-transference and how to work within it.
Read discussion of cases from other T’s and try to ‘normalise’ own feelings and 
become more able to discuss.
7. Please oiitline any othfer e^r&onàl reflections pertinent to forming à Working 
alliance with people with learning disability, which have not already been 
covered.
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APPENDIX III
N U  I ES FOR C O N 'I RIBU FORS
1. r i t e  H ntnh Jouni.jl <if Medical Piychulog)' is an iniei iiaiionai 
lournal wiilt a traditional oricntaiion towards psycliodvnaniiC issues. 
W hilst inainiaining a broad theoretical base and insisting upon 
souiitl and sensible methodology its objective is to avoid the more 
simplistic approaches to psychological science.
T he Journal aims to bring together the medical and 
psvcholocical disciplines and this is tellected in the com position 
of'the Editorial Team. Collaborative studies between psychiatrists 
and psvchologists are especially encouraged. . i
Original theoretical and research contributions are iiivited trom 
the fields of psychodynamic and interpersonal |»ychology. 
pariicularlv as tliev have a bearing upon vulner.thilit} to. ad|ustinent 
lu and recovery from  both  mecïical and psychological disorders.
T he Journal aims to prom ote theoretical and research 
developments in the fields o f subjective psychological stales and 
dispositions, interpersonal a ttitudes, hchavioiar and rel.monships 
antJ psvchoiherapv. Clinical or case studies will he considered only 
il they illustrate uriusii.il forms ol psychopathologv or innovative 
It.rins of therapy which carry im portan t theoietic.il nnphc.itions.
In ail studies concise and clear p iesentation is essential and it is 
strongly recom m ended that the patient's  permission to publish is
A special section on Counselling I'sychology has heen cleared 
w ithin the lournal m recogiiiiion ol the  im po itance of this aiea 
w ithin psvchologv and psychotherapy. 1 he new section aims to 
prom ote iheoretical and research developm ents m the lielc of 
Counsellm g I'svcholog)'. A broad theoretic.il and niethodo ogic.il 
base, com lnned w ith academic rigour will be m aintained, t.h cn t 
studies will be considered where they illustrate unusual or original 
theoretical or conceptual perspectives, or innovative forms of 
counsellinii psvchologv in tersentions which carrs- im portant 
iheciretical'implicaiions. Authors who wish tci subm it their papers 
for consideration in the C ounselling I’sychology section should 
st.ite this 111 their covering letter.
» I he circulation of the lournal is world wide. 1 heie is no 
restriction to British authors: papers are invited and encouraged 
I n , I II  authors n  ughout the ssorld.
t 1 h e  l e a d e r s  a i e  m e d i c a l  f i s v c h o l o g i s i s .  in  p a i t i c u l . i r  t h o s e  
c o n c e i n e d  c s i th  p s v c h o t h e i a p v .  I r o n t  t h e  d i s c i p l i n e s  of  
p s v c h o l o g v .  s o c i o l o g y  a n d  m e d i c i n e .  1 b u s  t h e y  i n c l u d e  c l i n i c a l  
p s s ' c h o l i i g i s t s .  p s y c h i a t r i s t s  a n d  s o c i a l  w o i k e r s .
4  I’apeil should be as short as is consistent svith clear rresentation 
of the subiect m atter; in general they should not exceed Mfüü 
sscirds. I he title should indicate as briefly as possible the subject 
of the article. A 2UU word sum m ary should be provided but. ssith 
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to gain the inform ed cotisent of the participant (parent, guardian 
or advocate). 1 laving consideied any risks with the pa.ple involved, 
all leasoiuble precautions should he taken to avoid publishing 
inform ation sshich may enable the p.inicipam  to be personally 
identified *
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independent expert referees as well as by the editors o r an 
associate editor. The leferees will not he m ade aw^are of the 
identity o f  the author. All inform ation  ahoiit airthorshm  
including personal acknow ledgem eius Jnd  institu tional 
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iJ>) Supplem entary data  too extensive for publication may­
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C entre. Such m aterial includes num erical data, com puter 
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in troduction  o f new or different material. Fifty com plitnetita iy  
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not ow n the copy right.
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